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President's Message 

‘*Apathy’’ — the Epitaph of Pharmacy? 

It seems that pharmacists never really get concerned about a threaten- 

ing situation until that situation is well out of hand and disaster is imminent. 

Over and over we see important meetings scheduled and then watch the poor 

attendance. We hear the call for membership in Associations and then lament 

the limited response. We announce a fund raising campaign for a worthwhile 

cause and are met with little result. 

It occurs to me that the lack of participation in the general affairs of 

pharmacy is evidence ofa ‘‘let the other guy do it’’ syndrome. The only trouble 

is that there are fewer and fewer of us ‘‘other guys”’ around today. After invest- 

ing the time, effort and money necessary to acquire the education and experi- 

ence to make a living from the practice of pharmacy, you would think pharma- 

cists would be willing to invest a little more time, effort and money as insur- 

ance that the ship of pharmacy will stay afloat. Indications are that staying 

alfoat might not be as easy in the immediate future as some would have us 
believe. 

Think about it. What have you done today about your professional fu- 

ture? Ask a non-member to join the Association. Attend the meetings where 

important decisions are being made that directly affect you and supply vital 

input into those decisions. Respond to the call for funds when asked. It is the 

best involvement you can make. 
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Drug Product Selection — Not If 
— But How, When and Why 

Ralph F. Shangraw, Ph.D. 

Professor and Chairman 
Department of Pharmacy 
University of Maryland 
School of Pharmacy 

For many years pharmacists have been talking about 

Drug Product Selection, some with hopeful anticipation, 

some with fear and trepidation. However, until very 

recently it was a professional function that could be 

avoided, either because the law did not allow it or physi- 

cians did not approve of it, or patients did not demand it. 

I think it can be agreed that times have changed and while 

none of the above restrictions are totally removed, they 

have been sufficiently modified so that the pharmacist, even 

if he wants to, can no longer ignore the responsibility to 

deal forthrightly with the issue. 

A little over 12 years ago, I presented a talk to the 

BMPA about the pharmacist’s responsibility in drug prod- 

uct selection. The thrust of my presentation at that time was 

that an increasing number of drugs were coming off of pa- 

tent and that the number of prescriptions written gen- 

erically was also on the increase. 

Because when prescriptions are written generically the 

pharmacist has the full responsibility for product selection 

— it thus behooves the pharmacist to prepare for this re- 

sponsibility and understand how to determine or assure 

product quality instead of following the premise that only 

the originator’s product brand was acceptable. This was 

long before the repeal of antisubstitution laws and in the in- 

fancy of biopharmaceutics and good manufacturing prac- 

tice regulations. 

The situation today has many parallels except that the 

magnitude of the task is much greater. For today in the 

State of Maryland, the pharmacist has the potential ability 

to select the drug product to be dispensed on all multi- 

source drugs except those specifically prohibited or re- 

stricted inthe Maryland State Formulary. 

Fortunately our knowledge base in the past ten years 

has increased dramatically and government regulations 

covering drug research, production and marketing have 

dramatically improved the quality of drug products in the 

United States, thus reducing the risk associated with prod- 

uct selection. 

For instance 

1. Clinical testing for efficacy as well as safety has 

been instituted for all drugs introduced since 1962. 

2. All new drugs introduced into the marketplace 

from 1938-62 have been reviewed for efficacy. 

3. Elaborate regulations have been drawn up and im- 

plemented covering the good manufacturing prac- 

tices of all prescription drugs by all pharmaceutical 

companies. 

4. The science of biopharmaceutics and bioavail- 

ability have been developed to a high degree of 

sophistication. 

However, all risks in drug product selection have not 

been removed and probably never will be. The fact remains 

that pharmacists must deal with drug product selection now 

with whatever knowledge and skills they have available 

now. The purpose of this presentation is to assist the phar- 

macist in assuming this responsibility. 

Why Drug Product Selection Now? 

Before proceeding further, I would like to pose three 

questions which I think will properly set the stage for my 

presentation. 

1. Is drug product selection really here to stay? 

2. Must the average pharmacist become involved in 

drug product selection? 

3. Isthere added professional risk? 

The answer to all of these questions Is yes. 

Drug product selection is certainly a concept which is 

now areality. There will be a continuing delaying action by 

industry and some physicians, but the corner has been 

turned. It certainly appears that within five years the prac- 

tice will be so commonplace that we will be looking back 

wondering what all the furor was about. The pharmaceu- 

tical industry knows this and although they continue to fight 

a delaying action — the major companies are ready and will- 

ing to adapt themselves to the change. Although a few so 

called generic houses will grow and stay competitive the 

major so-called brand name companies who control the 

brand name drug market today will control the vast share of 

the generic market tomorrow. 

In addition, it seems quite clear to me that no pharmacist 

can avoid being involved in the product selection process. 

Hospital pharmacists have done it for years, with a lot less 

knowledge than is available today. Chain pharmacists are 

going to be involved because every major chain in Mary- 

land is committed to drug product selection in one form or 

another, and the independent must involve himself in the 

process if he is to survive. It has been shown that in some 

states where substitution has been approved, pharmacists 

have been slow in utilizing their newly legislated right. Un- 

fortunately, repeal of antisubstitution laws and replacement 

legislation is no longer in the hands of pharmacists in many 

states, but is inthe hands of consumer activists. This means 

that if pharmacists do not accept and implement the right 

they have been given, more restrictive legislation such as 

THE MARYLAND PHARMACIST 



that passed in New York requiring that pharmacists must 

substitute the least expensive product they have in stock 

will be passed. 

History of Antisubstitution Laws 

Sometimes, I think pharmacists forget where the Anti- 

substitution laws came from. Many think that they were 

imposed upon them by a frightened public or a concerned 

medical community. That is nonsense. Pharmacists and in 

particular State Boards of Pharmacy are responsible for the 

passage of Antisubstitution laws because they were con- 

cerned and rightfully so over the quality of drug products on 

the market and the introduction of counterfeit drugs by un- 

scrupulous operators. They passed the laws with the strong 

backing and sometimes coercion of the pharmaceutical in- 

dustry not fully realizing that the industry in turn would 

subsequently use the laws to their own advantage and to the 

detriment of the profession of pharmacy. There is no ques- 

tion in my mind, however, that at the time they were passed 

in the late 1940’s and early 1950's, that they were in the best 

interest of the public. 

Through the years the protection afforded to the indus- 

try by the Antisubstitution laws gradually led to abuses. 

High pressure sales forces were developed to promote pre- 

scription writing by brand name only. Prices on brand name 

products often remained high even after patent protection 

expired because there was little or no competition. Physi- 

cians and pharmacists alike were indoctrinated with the 

dogma that only brand name products were reliable. Prod- 

uct duplication and proliferation became rampant. Major 

companies began distributing products made by so called 

generic houses. Coincidentally with these developments, 

the quality of products was significantly improving and 

counterfeiting of drug products had all but disappeared. 

More recently the science of bioavailability provided for the 

first time a mechanism by which brand name superiority 

could be substantiated or disproven. 

Pharmacy and the consuming public found themselves 

saddled with an antiquated law which acted to the detriment 

of both. The fact of the matter is that pharmacists created 

antisubstitution laws and they should not be afraid to de- 

stroy them, if in fact, they have outlived their usefulness. 

And most people agree today that they have outlived their 

usefulness. Over 25 states have repealed or amended anti- 

substitution laws in one way or another. 

Risk to Pharmacist 

Is there an added risk to the pharmacist in drug product 

selection? Of course there is, but this risk is not nearly as 

great as the opponents of product selection would like you 

to believe. Any decision making involves risks but without 

decision making you have no profession. The object is to 

reduce the risks to a minimum while at the same time taking 

full advantage of the decision making role. 

In order to be held liable in a case where a pharmacist 

dispenses a product (brand or generic) other than the brand 

prescribed, it would be necessary to show that the dis- 

pensed product was sufficiently sub-potent, super potent or 

defective to cause a therapeutic failure or toxicity which 

would not have occurred if the original brand name product 
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FACTORS TO BE CONSIDERED 
IN CHOOSING SOURCE OF DRUG PRODUCTS 

TO BE DISPENSED UNDER 
MARYLAND SUBSTITUTION LAW 

by 
Mel Rubin and Ralph Shangraw 

Quality of Product: 
a. Potential for bioinequivalence 
b. Availability of data on which to make decisions 
c. Observable evidence of quality of product, packaging and 

labeling (see General Rules for Evaluating Drug Products) 

Policies of Manufacturer: 
a. Liability insurance 
b. Availability of personal representative of company 
c. Response to telephone contact for information 
d. Speed of compliance with new government regulations 

suchas PPI’s 

Shipping: 
a. Lengthoftime to receive order 
b. Response to emergency phone orders 

c. Packaging of shipped merchandise 

Billing Procedures: 
a. Paymentinadvancei.e., COD, 10 day payment 
b. Open accounts 
c. Ease of checking orders 

d. Quality of invoices 

Return Goods Policies: 
a. Acceptance of return goods 
b. Shipping costs of return goods 
c. Fairand promptcredits for return goods 

Professional Involvement: 
Do companies provide other services which improve my practice 
a. Continuing Education 
b. Books 
Are companies active in and support local professional associ- 

ations and meetings? 

had been dispensed. This could only occur if the substituted 

product was grossly defective. I know of no known cases 

up to this time in which such a failure or toxicity has been 

proven in court. 

Factors Determining Drug Product Quality 

The question arises as to how one drug product can be 

different from another drug product. Simplistically they can 

vary in two basic ways: 

1. Bioavailability — which relates to the ability of one 

drug product to release a different amount ofa drug 

or to release a drug at a different rate than another 

drug product containing the same active ingredi- 

ent. In this case, the right drug is present in the 

right amount in the tablet or capsule, etc., but due 

to some formulation failure the two drug products 

are not therapeutically equivalent. 

The area of bioavailability has received the most atten- 

tion in recent years as the cause of drug product inequiva- 

lence. In fact, the drugs listed on the Maryland Formulary 

for which interchange is restricted, were selected because 

of the identification of real or potential bioavailability prob- 

lems in the literature or in practice. However, bioavail- 

ability is a definable problem. As drugs with bioavailability 

problems are identified, solutions to the problems through 

manufacturing specifications or performance standards, 

are found. Drugs like chlorampheniol, tetracycline and di- 
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goxin bear evidence to this canclusion. It is only a question 

of time before the drugs are all identified and bioavailability 
problems solved. 

2. Manufacturing or Quality Control — relates to fail- 

ures due to poor manufacturing practices. In this 

case, the right amount of the right drug is not pres- 

ent in the dosage form or the product has been con- 

taminated or mislabeled. 

It is my personal belief that it is in the area of manufac- 

turing defects that we are most likely to observe products 

which exhibit therapeutic failures or toxicities. In spite of 

good manufacturing practice regulations, pharmaceutical 

plant inspections and product surveillance by the FDA, in- 

house quality control procedures and drug defect reporting 

systems, it is not possible to achieve zero defects. There is 

always a chance for human error and there will always be 

some unscrupulous manufacturer who will operate on the 

fringe of the law. 

The fact of the matter is that the quality of all drug prod- 

ucts in this country has never been better and it is the best 

that there is in the entire world. 

Selection of Drugs for Maryland Formulary 

It is important to take a few minutes to discuss the role 

of bioavailability in determining the list of drugs found in the 

Maryland Formulary for which interchange of products is 

restricted or prohibited. In 1974, after much debate and a 

review of all drugs on the market, the FDA published a list 

of Drugs Presenting Actual or Potential Bioavailability 

Problems. This includes the names of 174 drugs in one or 

more dosage forms of which 62 were drugs available from 

multiple suppliers. The original intent of this list was to 

place the industry on notice that these drugs in the pre- 

scribed dosage form(s) would require in-vivo or in-vitro 

testing to document bioequivalence before they could be 

marketed. The FDA planned to eventually provide guide- 

lines for such testing using the innovator’s product as the 

standard. Studies would include in-vivo tests such as 

demonstration of equivalent blood level profiles or in-vitro 

testing such as demonstration of equivalent dissolution 

rates. 
However, once this list of drugs was published, it was 

interpreted by some state agencies, individual pharmacists 

and physicians, and by some consumer groups as a final of- 

ficial list of drug products in which interchange of brands 

should be prohibited. The FDA as wellas the APhA felt that 

this approach was an overreaction because in fact many of 

these products were interchangeable and almost all manu- 

facturers held New Drug Applications or Abbreviated New 

Drug Applications for these drugs. Thus, the FDA pub- 

lished a list of all manufacturers who did hold NDA’s or 

ANDA’s for all of the drugs appearing on the original bioin- 

equivalence list. This list, printed with a blue cover, has 

come to be called the Blue Book List. In a similar manner, 

this list was also misrepresented by interested parties in- 

cluding the APhA, in that even though the companies listed 

held NDA’s or ANDA’s, the fact is that some of these ap- 

plications were approved before bioavailability or bid- 

equivalence data was requested by the FDA. This is the 
background against which the Maryland State Formulary 

Committee began its deliberations to implement House Bill 

667 which was passed by the Maryland Legislature in the 
Spring of 1977. 

The basic provisions of House Bill 667 are listed below: 

1. Pharmacists may substitute generically equivalent 

drug products (must be lower cost and must pass 

on savings to consumer). 

Provision does not apply if the physician expressly 

indicates on the Rx that it is to be dispensed as 
written. 

3. Pharmacist must notify patient in writing. 

i) 

GENERAL RULES 
FOR THE EVALUATION OF DRUG PRODUCTS 

BY PHARMACISTS 
Demand to know from the distributor of the product: 
a. Nameof manufacturer 

b. Assurance of quality demanded by distributor 

c. Risk that successive products will be supplied by another 
manufacturer 

Investigate all suppliers as to activities, policies, services, quality 
control operations and procedures. Compare this data with other 
pharmacists who have similar purchasing policies (see examples of 
types of information). 

1. Methods of testing and allowable limits for: 
potency 

weight variation, hardness, disintegration time, dissolu- 
tion rate of tablets 
stability testing 

. microbial contamination 

Assay results from last ten consecutive batches for the above 
tests 

Description of dissolution studies on finished dosage form or 
other tests correlating with biological availability. Indication of 
batch to batch variation and the effects of aging. 

Studies which substantiate clinical effectiveness of product 
and/or indicate blood levels achieved. Experimental designs, 
parameters measured (onset, peak and length of action). 
Any pertinent data which would indicate that the company's 
productis clinically superior to or equivalent to other products 
available commercially. 

Statement as to voluntary or involuntary recall of specific drug 
product during the previous five years and the reasons for 
such recalls. 

7. Statement as to whether or nota full or abbreviated New Drug 
Application was submitted on drug product in which proof of 
Clinical efficacy was required. 

Keep a record of drug recalls and court actions against the com- 
panies manufacturing and distributing your drugs (these are available 
in the J.A.Ph.A., F.D.A. papers, A.J.H.P.). 

Inspect your drugs for aesthetic and production defects: For ex- 
ample, tablets could be inspected for the following: a. smooth, no 
chipped or overturned edges; b. sharp and well-defined grooves 
or embossing; c. uniformity in color; d. lack of specks and mottl- 

ing; e. adequate hardness and lack of powder in the bottom of the 
container, f. reasonable weight variation; g. rapid disintegration 

times and lack of large particulate residue; h. uniformity of coat- 
ing; i. quality labeling and package inserts; j. quality containers, 
light resistant where necessary. 

Keep aside small samples of drugs for comparison with sub- 
sequent batches. Check stability and batch-to-batch uniformity. 

Return faulty products immediately. Do not compromise with 
quality. 

Continually consult with both patients and physicians concerning 
efficacy of drug products particularly when there is any indication 
that patients have been switched from one drug product to an- 
other. 

Utilize information gained by institutions and governmental agen- 
cies during their mass purchasing of drugs. 

Inspect local drug suppliers or make arrangements through your 
association to have pharmacists visit plants in other states. 



GENERAL RULES FOR SELECTING 
COMPANIES FOR GENERIC DRUG PURCHASING 

Limit generic purchasing to as few companies as possible. 
Limit purchasing to those companies who manufacture their 

own products. If not, limit to companies who do not change 
suppliers. 
Do not change source of supply and if purchasing from a dis- 
tributor, make sure the distributor also maintains a constant 
source of supply. 
If purchasing through wholesaler — determine policy of 
wholesaler in selecting generic lines. Determine liability policy 
of wholesaler. 

Exchange information with other pharmacists in both com- 
munity and hospital pharmacies. Do not purchase from com- 

panies which have an above average number of recalls. 

Do not purchase products from small companies who distrib- 
ute products only in alocal area. 
Do not do business with a company which has not been in 

business at least five years. 

4. Pharmacist must record on Rx and maintain as a 

record the name and manufacturer of the product 

dispensed. 

5. Department of Health and Mental Hygiene shall 

establish a list of drugs for which Drug Product Se- 

lection is restricted or prohibited. List will contain 

those drugs for which there is evidence of actual or 

potential bioinequivalency of therapeutic signifi- 

cance. Update every six months. 

The Department of Health and Mental Hygiene charged 

the Maryland Formulary Committee with drawing up a list 

of drugs for which substitution would be restricted or pro- 

hibited. The so-called negative formulary approved by the 

Committee was essentially the list of drugs available from 

multiple suppliers as presented in the FDA Blue Book pub- 

lication, with minor amendments. This proposed list was 

published late in 1977, hearings were held early in 1978 and 

the final list published and distributed to pharmacists and 

physicians in April 1979. In addition to the listed drugs, the 

Maryland Formulary prohibits interchange of any injection, 

suppository or sustained release products including enteric 

coated tablets without prior approval of the physician. The 

important thing to note is that all other drugs and drug 

products are candidates for interchange if they are available 

from multiple sources. 

Because there was and still is controversy over whether 

or not all of the drugs on the list are truly bioequivalent and 

on the basis of new information available to the FDA, I have 

chosen to break down the Maryland list into two categories. 

List I includes drugs for which bioequivalence data is not 

presently available because it was not required in NDA’s 

and if recent work has been undertaken, results are not 

available. I would recommend a conservative approach to 

this list of drugs and would not interchange them. Once a 

patient has been receiving any product from any of the ap- 

proved companies listed in the Maryland Formulary, I 

would not hesitate to continue a patient on this product but I 

would not substitute another company’s product. List 

number II contains those drugs for which interchange 

within the approved companies should be implemented. 
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The reasons for including drugs on List II are given in the 

key. As can be seen, many of these drugs have been cleared 

of bioavailability problems, subsequent to the compilation 

of the Maryland Formulary. It is expected that the Mary- 

land Formulary will reflect these changes in the next bi- 

yearly revision. 

Approaches to Drug Product Selection 

Given this background, it is necessary to provide some 

guidelines for pharmacists in selecting products for inter- 

change. There are three basic approaches to the selection of 

products for substitution. It should be remembered that the 

pharmacist has already faced similar choices in the past in 

those instances where a prescription was written gen- 

erically or where the patient and physician have both given 

permission for substitution. Thus, this responsibility is nota 

completely new one but merely an expansion of responsi- 

bilities which already exist. 

There are three basic approaches that the pharmacist 

can take in choosing multi-source products for dispensing. 

Each has some advantages and disadvantages. 

Method I: Use only Branded Generics in filling pre- 

scriptions for multi-source drugs. This involves less risk be- 

cause Branded Generics generally have stronger liability 

backing than unbranded generics. In addition, they can be 

purchased through regular wholesalers or directly along 

with a direct order of other prescription drugs from the 

same company. It is generally possible by judicious pur- 

chasing policy to obtain almost all multi-source drugs from 

one major manufacturer or another at a lower price than the 

innovator’s product. The disadvantage is that prices may 

not be as low as would be obtainable by direct purchase 

from generic manufacturers or distributors and in fact many 

branded generics are made for the Brand Name Company 

by so called generic companies. 

Method II: Rely on wholesalers line of generics and pur- 

chase all such products directly from wholesaler. If this ap- 

proach ts taken, it is important that the pharmacist demand 

from the wholesaler a written statement of their policies in 

selecting and purchasing generic drugs. Some wholesalers 

do not take proper precautions in the selection process. Of 

utmost importance is to determine that the wholesaler does 

not switch from one generic company to another in purchas- 

ing products. Generic drugs purchased through wholesalers 

may be less expensive than branded generics but the impor- 

tance of determining the wholesalers policies and assur- 

ances of generic product quality and liability protection 

cannot be overemphasized. The most obvious advantages 

of purchasing through the wholesalers is convenience and 

less money tied up in inventory. 

Method III: Purchase drugs directly from generic manu- 

facturers or distributors. This is the method which requires 

the greatest amount of time by the pharmacist in determin- 

ing the quality of the company and products which are being 

supplied. However, this approach is certainly practical for 

large chain pharmacies where purchasing is done centrally 

and hopefully experienced pharmacists are available to 

draw up guidelines for selection of generic companies and 

specifications for individual products. However, this 

responsibility should not be treated lightly and a commit- 
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The straighter 
they talk, 

the better 
things get. 

Meet our 1978 Pharmacy Consultant Panel. 
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Fred M. Eckel, R.Ph., Assoc Donald A. Dee, R.Ph., Exec. Sec., John Spicer, R.Ph. Benjamin F. Cooper, Ph.D., 
Professor of Hospital Pharmacy Minnesota Pharmaceutical Assoc. Community Pharmacist Dean, School of Pharmacy 

Chapel Hill, N.C Minneapolis, Minnesota Fowler, Michigan Auburn University, Auburn, Ala 

Don F. Gould, R.Ph., Chairman Arthur Koorhan, R.Ph., Div. V.P., Nelson E. Taylor, R.Ph Taylor H. Jobe, R.Ph 
f the Board, Gould Drug Company Pharmacy Operations, Cunningham Community Pharmacist Community Pharmacist 

Mt. Pleasant, Michigan Drug Stores, Detroit, Michigan Nampa, Idaho Gladewater, Texas 

These days, any company that depends on 
“yes” men for advice is riding for a fall. 

At Upjohn, the views of pharmacy are im- 
portant to us. 

These ten leaders on our 1978 Pharmacy 
Consultant Panel have provided us with an 
invaluable service. 

They provide their views on a variety of mat- 
ters — professional and operational — melee 

David Zilz, R.Ph., Dir : © 1978.1 
Pharmacy and Central Service Don W. Arthur, R.Ph US their candid Opinions. Kalamazoo, Michigan 

University of Wisconsin Hospitals Community Pharmacist 
Madison, Wisconsin Buffalo, New York For this, we are sincerely grateful ee BUI OTL i se et i F . 
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ment to quality drug purchasing must be made by manage- 

ment. To assist the individual pharmacist in making deci- 

sions relative to direct generic drug purchasing, two docu- 

ments are attached. One is a list of Factors to be Considered 

in Choosing the Source of Drug Products to be Dispensed 

Under Maryland Substitution Law. This list was drawn up 

in cooperation with Mr. Melvin Rubin (past President of the 

Maryland Pharmaceutical Association) who owns a num- 

ber of community pharmacies and daily faces this type of 

decision making in his practice. There are obviously many 

factors to consider in addition to product quality and price. 

In many cases when all factors are taken into consideration, 

the list price is not a realistic one because these other factors 

add costs in convenience and labor which are not accounted 

for. In addition to the general factors to consider in choos- 

ing a source of supply, I have also attached a list of General 

Rules for Evaluation of Drug Products by Pharmacists. 

These detail the type of bioavailability and quality control 

data which can be used in accessing drug quality. It may not 

be necessary to gather all the information detailed or to 

conduct laboratory tests, but the pharmacists must draw up 

some standard operation procedures to cover manufacture 

and product selection. 

Remember, it is not only possible but necessary for 

every pharmacist to be involved in drug product selection. 

It can be done safely and with savings to both the pharma- 

cist and consumer, providing the pharmacist follows the 

guidelines outlined in this paper. The decision is up to you. 

THE PHARMACIST’S RESPONSIBILITY 
INDRUG PRODUCT SELECTION 
BIOEQUIVALENCE UPDATE 

On April 13, 1978, the State of Maryland published a Restricted or 
Prohibited Drug Formulary as required under House Bill 667. Section 

273A, Article 43 — Health Annotated Code of Maryland is now replaced 
by Section 273A. 

The Formulary 

1. Prohibits the interchange of a// drugs in the following dosage 
forms. Injections, Suppositories, Controlled Release including 
Enteric Coated Tablets. 

2. Restricts the interchange of a number of drugs to only those 
manufactured by companies specifically indicated. 

3. Allows for the interchange of all other drugs or drug products 

(not listed) under the provisions of the act. 

The Maryland Formulary list was based on the best data available 
from the FDA atthe time. Although all of the manufacturers listed in the 

Maryland Formulary do have approved NDA’s or ANDA’s, not all of 

these NDA's or ANDA’s provide bioequivalence data. Later data 

supplied by the FDA and my own reservations would support the fol- 
lowing conservative approach to the Maryland Formulary List. In addi- 

tion to dividing the Maryland Formulary list into a prohibited and re- 

stricted list, a third list of questionable products for interchange is 

supplied. This list is based on data from FDA which was not available to 

the Maryland Formulary Committee. 

LIST |— PROHIBITED LIST 
At the present time bioavailability data is not available from any or 

all of the manufacturers listed. Conservative approach would be not to 
interchange any of the following products. In many cases these drugs 

are old drugs which were marketed before bioavailability data was re- 
quired. In all cases, it would be proper to continue the patient on any 

drug product as long as the desired therapeutic effect is being 

achieved. However, interchange of products from different manu- 
facturers isnot recommended. 

Alseroxylon Tablets 
Aminophylline Tablets 

Benzthiazide Tablets 

Bishydroxycoumarin Capsules 

Cortisone Acetate Tablets 

Dexamethasone Tablets 

JANUARY, 1979 

Dienestrol Tablets 

Diethylstilbestrol Tablets 

Digoxin Tablets* 
Digitoxin Tablets* 
Dyphylline Tablets 

Ethinyl Estradiol Tablets 
Gitalin Tablets 

Phenytoin Sodium Capsules 

Probenecid and Colchicine 

Tablets 

Rauwolfia Serpentina Tablets 

Rescinnamine Tablets 
Reserpine, Hydralazinc and 

Hydrochlordthiazide 
Hydrochlorothiazide and Tablets 

Reserpine Tablets Theophylline Capsules or 
Hydrocortisone Tablets Tablets 

Lanatoside C Tablets Theophylline Sodium Clycinate 
Methyltestosterone Capsules, Tablets 

Tablets and Sublingual Tolbutamide Tablets 

Tablets Triamcindlone Tablets 

Nitrofurantoin Capsules and Trichlormethiazide Tablets 

Tablets and Reserpine Tablets 
Oxytriphylline Tablets 
Phenylbutazone Capsules 

Warfarin Potassium Tablets 

Warfarin Sodium Tablets 

*FDA certification programs and dissolution test standards should assure bioavailability 
at this time. However, so much has been made of the prior problems with these drugs 

that interchange is not advised for political and public relations reasons 

LIST Il— RESTRICTED LIST 
Continue To Allow Substitution Within Maryland Formulary 

List of Approved Company 

Interchange of products within Maryland List of Approved Manufactur- 

ers is advised even though not all products have bioavailability data on 

file in NDA or ANDA. Reason for recommendation is given. 

for Reason for 
Drug Listing 

IACCtAZO lalmIGGee acest attest tt ice Soccde ars Nees a gtes  eeede 
AIUMOSAlICVIIGAGCICMADICTS sesame, hee ee. soa eee eee ee 

Bendroflumethiazide Tablets (Bristol and Squibb) ............0...00... 

CalciUinnAmIinosalicyiateula lets amiss. ee eee eee nee 
Chlordiazepoxide HC1 Capsules ...............:cccccccccesseccesssseeesereeens 
ChicrothiazidesabletSteae ser... ae ee ee 

Chlorothiazide and Reserprine Tablets (MSD and Bolar)............ 

Chiororomazine kl Giles |SlS eames eee eee eee rE 

Dichlorphenamide Tablets (Alcon and MSD) .............cccceeeeceeeeee 

Ethoxzolamide Tablets (Upjohn and Allergan) ................ccccceen 
Fluphenazine HC1 Tablets (Squibb and Schering) ..............000.... 

Hydralazine and Hydrochlorothiazide Tablets.....................::0000. 
FyOrechlorethiaz(dewmab lets aaa seeen cn een eer ne 

Hydroflumethiazide Tablets (Ayerst and Bristol) ...........0.00....000. 

imipramine: HGileiabletsieccmetamec ten eee nee meee et 
Methaqualone Tablets (Arnar-Stone, Rorer) ............ccccccccceeeeeeee 

Paramethasone Acetate Tablets (Lilly and Syntex) .............c00cee 

Phenytoin Oral Suspension (Abbott and Parke Davis) ................ 

Potassium Aminosalicylate Powder and Tablets ........................ 

PrecniSOMe atessstec: eateries tee ik Cae Ree eM els oe 

Procainamide Hydrochloride Capsules ........0.......cccccseeeeeeeeeeeen 

FAROYAALENI AE PAT NEW mLEth Ut 8) EUG a cassespeonsecacnsderenane a nennanssubhoboneencel geo 

ODY (UOC FACT acl OLS ese aes eee sete nen aneee eee 

Quinidine Sulfate Tablets and Capsules...................cccceesseceeeeeeee 

ReSeMpine: [ADI etSic. reer ete eter ete ee bee Sn ae ee me tle 

Sulfamethoxypyridazine Tablets and Suspension 

(Eederle-and Parke Davis) eneemss ee nc tess cr et re 

Sodium Aminosalicylate Powder and Tablets ..............0ccccccceceees 

SUlfadiazineabletsemem.c..as iene eee oe ee ee Ree hie 

Sulfapyridine Tablets (Lilly and Parke Davis) ..............ccccceeceeeeeee 

Sulfasalazinegdabletsaat eee se ee ee ee ee 

OKXOUOKKMMxX>YPPOPKKYYPPOrPKxKXOYX x 

xx<xWPrxKO YD 

KEY 

X — Allfirms listed have demonstrated bioequivalence to FDA 

A — Limited list of manufacturers — in most all cases, companies were involved in 

development of drug 

B — Doseofdrug large and not critical 
C — Water solubility of drug high enough to make bioavailability problems highly 

questionable 

D — Drug prescribed and written almost solely generically. No significant problems 

documented 

E — New official dissolution tests should assure bioavailability 
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Add Another 
3 Hours 
To Your Day... 
without spending another minute 
in your store preparing, writing 
and calling in orders! 

CUT ORDER TIME TO SECONDS 
WITH OUR DIRECT ORDER ENTRY 
SYSTEM. 

Throw away the want book, stop writing 

those nervous little notes to yourself— 

Direct Order Entry is here to make your life 

easier! 

Now, this time-consuming chore can be cut 

to split second efficiency with our Direct 

Order Entry System. Ina fraction of the time 

you spend every day compiling and placing 

orders, this system can perform many func- 
tions for better control of your business. 

MAXIMUM PROFITABILITY 
Time is money. And Direct Order Entry frees 
up more of your time so you can be doing 

the things that produce the greatest profit 
for you. 

THE DRUG HOUSE, INC. 
An Alco Standard Company 

JANUARY, 1979 

ORDER 200 ITEMS IN 1 MINUTE... 
All order information is at your fingertips on 

pre-printed shelf labels for easy order input. 

You won't waste another moment looking 

up item numbers, descriptions, strengths, 
NDC numbers, sizes, etc. Simply press the 
buttons and your order is recorded on the 

unit's cassette tape. Then, at your conve- 

nience, just dial the phone and your order is 

quickly and accurately transmitted over 

ordinary telephone lines into our central- 

ized computer. Imagine—a 200 item order 
can be transmitted in just 60 seconds... 
from start to finish! 

eek hae 
C18 ) 

{EA LY 

L ACC 
G. MIT 

Ry Pw met TA Te 

PRICE STICKERS ...complete with all information 
for placing your order. 

DON’T WASTE ANOTHER MINUTE 

| START CUTTING CORNERS HERE. 

TELL ME MORE ABOUT 

DIRECT ORDER ENTRY SYSTEMS. 

| 
| 
| 
| 

| The Drug House, Inc. 
An Alco Standard Company 

| 600 S. 17th St., Harrisburg, Pa. 17105 

| Attn: W. W. Hensel, RCS Dept. 

| 
| 
| 
| 
| 
| 

Name 
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Address 

City State Zip 

Phone Area Code(s) 



POISO 
NATIONAL 

LIST OF MATERIALS 1979 

Editor’s Note — The MPhA is cooperating with the APhA 

and the Poison Control Center of the University of Mary- 

land in encouraging pharmacists to participate in the 1979 

Poison Prevention Week. Patients will be asking for Syrup 

of Ipecac. Materials may be used throughout the year. 

BROCHURES, FLYERS, AND PAMPHLETS 

The Medicines Your Doctor Prescribes — A Guide for Consumers 
(Tips on how to insure safe, proper use of prescribed medicines. 

10 pages.) 

Up to 50 copies free. Additional supplies, $8 per hundred. 

Pharmaceutical Manufacturers Association, 1155 Fifteenth 

Street, N.W., Washington, D.C. 20005. 

First Aid in the Home 
(Wall chart with first aid measures, plus tips for safe storage and 

use of medicines in the home.) 

Quantities up to 10 free; larger quantities 10 cents each. Council 
on Family Health, Dept. P, 633 Third Avenue, New York, N.Y. 

10017. (Payment must accompany all orders.) 

Poisoning Prevention Tip Sheet 
(Leaflet, 5V2'' x 8Y2'', listing some common household sub- 

stances which may be poisonous and pointers for prevention.) 

$3 per hundred. American Academy of Pediatrics, 1801 Hinman 

Avenue, Evanston, Illinois 60204. 

The Care and Safety of Children — by Dr. Jay M. Arena 
(Discusses the basics of home safety and child care, including 

tips on poison prevention.) 

Quantities up to 10 free; larger quantities 10 cents each. Council 

on Family Health, Dept. P, 633 Third Avenue, New York, N.Y. 
10017. (Payment must accompany all orders.) 

Solid and Liquid Poisons (429.04-21) 
(A 6-page data sheet containing practical information on poisons 

in and around the home, pointing out special dangers to chil- 

dren.) 

10-99, 27 cents each; 100-999, 24 cents each; 1000-4999, 23 

cents. National Safety Council, 444 N. Michigan Avenue, 

Chicago, Illinois 60611. 

Syrup of Ipecac 
(5'' x 8" color illustrated flyer urging parents to keep syrup of 

ipecac in the home so it is readily available if a physician 

recommends It be used.) 

Single copy free. Local reproduction authorized. American As- 

sociation of Poison Control Centers, c/o Academy of Medicine of 

Cleveland, 10525 Carnegie Avenue, Cleveland, Ohio 44106. 

Danger Lurks (OP-304) 
(Chart for the medicine cabinet. Contains information on what to 

do in case of accidental poisoning. 8Y2'' x 16"’.) 

Up to 99 copies, 35 cents each; 100-499, 20 cents each; 500-999, 
19 cents each; 1000 or more, 18 cents each. American Medical 

Association, Order Dept., P.O. Box 821, Monroe WI 53566. (Pay- 
ment must accompany all orders.) 

8. Home Poisons (193.10) 

10. 

11. 

12: 

HE 

14. 

15. 

16. 

(A 4-page 3%2'' x 6%2"' leaflet containing basic information on 

steps to take to prevent home poisonings.) 

50-499, 48 cents each; 500-999, 39 cents each; 1000-4999, 32 

cents each. National Safety Council, 444 N. Michigan Avenue, 
Chicago, Illinois 60611. 

Medicines and How to Use Them (OP-63) 
(Explains function and need of doctor's prescription and gives 10 

important tips on the safe way to take medicine. 6 pages, 394"' x 

8V2''.) 

Up to 99 copies, 25 cents each; 100-499, 17 cents each; 500 or 

more, 16 cents each. American Medical Association, Order Dept., 
P.O. Box 821, Monroe, WI 53566. (Payment must accompany all 

orders.) 

First Aid Manual (OP-15) 
(A guide for first aid in the home. 46 pages, 4'' x 7"’.) 

Up to 99 copies, 50 cents each; 100-499, 35 cents each; 500 or 

more, 24 cents each. American Medical Association, Order Dept., 
P.O. Box 821, Monroe, WI 53566. (Payment must accompany all 

orders.) 

First Aid Treatment for Poisoning 
(8%2'' x 14%2'' foldout; for swallowed poisons, fumes or gases; 

poison in eye, on skin; snake, insect, and animal bites.) 

1-5 copies, 75 cents each (minimum order: $1); 6-49, 50 cents; 

50-99, 30 cents. American Academy of Pediatrics, 1801 Hinman 

Avenue, Evanston, Illinois 60204. 

Dennis the Menace Takes a Poke at Poison 
(A cartoon-illustrated book for parents or teachers to use in 

educating youngsters under the age of 5 years.) 

Limited quantities available from U.S. Food and Drug Adminis- 
tration, 5401 Westbard Ave., Bethesda, Md. 20207; Attn: NCPCC. 

Disposing of Pesticide Containers 
(Discusses different kinds of containers and how to handle them 

in the safest way to avoid hazards. Also shows how to get the use 

of all the material in a bottle or can through a simple rinsing pro- 

cedure.) 

Free. Safety Division, National Agricultural Chemicals Associa- 
tion, 1155 15th Street, N.W., Washington, D.C. 20005. 

First Aid for Poisoning 
(A 5" x 8’ card on first aid instructions for poisoning emergen- 

cles.) 

Available through the courtesy of Plough, Inc. Quantities up to 

200, free. Far larger quantities, a copy suitable for local printing 

available free. American Association of Poison Control Centers, 
c/o Academy of Medicine of Cleveland, 10525 Carnegie Avenue, 

Cleveland, Ohio 44106. 

Poison Prevention Program Kit (599.73) 
(Basic materials for a complete community-wide poison preven- 

tion program. Includes publicity materials, group project ideas, 

data sheets, reprints, posters, leaflets, etc.) 

1-9, $1.74 each; 10-99, $1.62 each. National Safety Council, 444 
N. Michigan Avenue, Chicago, Illinois 60611. 

Safety at Home with Pesticides 
(Explains the need for a safety program for pesticide use around 

the home. Contains suggestions for development of local safety 
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17. 

18. 

19. 

20. 

2a 

22. 

23. 

(24. 

25. 

26. 

“ES 

efforts to encourage safe use and storage of such materials. 8 
pages.) 

Up to 50 copies free. Safety Division, National Agricultural Chem- 

icals Association, 1155 15th Street, N.W., Washington, D.C. 
20005. 

You and Your Health 
(12 articles by leading health authorities on major health topics, 

including accidental poisoning, with a tear-out home Emergency 

Reference Chart.) 

Quantities up to 10 free; larger quantities 10 cents each. Council 
on Family Health, Dept. P, 633 Third Avenue, New York, N.Y. 

10017. (Payment must accompany all orders.) 

Safe Use of Aerosols Around the Home 
(Instructs the reader on proper use and storage of these proa- 

ucts. Shows how an aerosol product works and helps families 
understand directions and cautions on the label.) 

Available at $4.00 per 100 copies. Discounts available on large 

quantity orders. Ask for quotes. Chemical Specialties Manufac- 

turers Association, Suite 1120, 1001 Connecticut Avenue, N.W., 

Washington, D.C. 20036. 

When Times Get Hot 
(3V2''x 7'', 4-page flyer. Lists the stressful times when accidental 
poisonings may occur and urges parents to be more alert in 

those situations.) 

Single copy free. Local reproduction authorized. American As: 
sociation of Poison Control Centers, c/o Academy of Medicine of 
Cleveland, 10525 Carnegie Avenue, Cleveland, Ohio 44106. 

Your Child and Household Safety 
(A monograph by Jay M. Arena, M.D. Discusses continuing need 

to protect children from potentially harmful substances and cir- 

cumstances.) 

50 cents each. Published and distributed by Chemical Special- 
ties Manufacturers Association, Inc., Suite 1120, 1001 Connec- 

ticut Avenue, N.W., Washington, D.C. 20036. 

Lead Poisoning Is a Very Serious Sickness 
(Pamphlet for distribution to residents of areas with old lead 

paint poisoning hazards.) 

Free single copies available to organizations for preview. $5.75 

per hundred, plus postage. Reproduction proofs for local print- 

ing provided at no charge. National Paint and Coatings Associa- 
tion, 1500 Rhode Island Avenue, N.W., Washington, D.C. 20005. 

El Envenenamiento con Plomo es una Enfermedad muy Pelig- 

rosa 
(Spanish edition of ‘Lead Poisoning is a Very Serious Sick- 

ness.’’) 

See item 21 above for cost information. 

Pesticide Safety Literature 
(Assorted pamphlets describing safety precautions to follow in 

using spray and dust formulations of pest contro! products.) 

Single copies available free. Quantity prices upon request. Safety 

Division, National Agricultural Chemicals Association, 1155 Fif- 

teenth Street, N.W., Washington, D.C. 20005. 

Poison Perils in the Home (599.75) 
(A 12-page, 4'' x 6"' booklet which takes readers from room to 

room in their homes pointing out everyday household products 

that might be deadly poisons.) 

50-499, 10.5 cents each; 500-999, 8.4 cents each; 1000-4999, 7.4 
cents each. National Safety Council, 444 North Michigan Avenue, 
Chicago, Illinois 60611. 

First Aid Training (ARC 2150) 
(A flyer describing Red Cross First Aid courses of instruction.) 

Free at local Red Cross Chapters. 

Home Safe Home 
(Tips for parents on how to protect young children in the home 

environment.) 

Up to 100 copies free. Ask for information on larger orders. The 
Soap and Detergent Association, 475 Park Avenue South at 32nd 

Street, New York, N.Y. 10016. 

We Want You to Know About Preventing Childhood Poisonings 
(Three-fold leaflet, 3V2'' x 8Va'', explaining some of the hazards of 

accidental poisonings and ways to prevent such accidents. Tells 
how to get help if a child is poisoned. Available in either English 

or Spanish.) 

| JANUARY, 1979 

28. 

29: 

30. 

31: 

Bye 

33. 

34. 

hy. 

36. 

Sie 

38. 

Limited quantities available from U.S. Food and Drug Adminis- 

tration, 5401 Westbard Avenue, Bethesda, Maryland 20207; Attn 

NCPCC. 

Pesticides. . . Read the Label First 
(A two-color brochure written for pesticide users explaining the 

important aspects of pesticide labels and tips for safe use of 

pesticides. 3-fold leaflet, 4'' x 9''.) 

Quantities available free from Public Information Center (PM- 

215), U.S. Environmental Protection Agency, 401 M Street, S.W., 

Washington, D.C. 20460. 

Safe Pesticide Use Around the House 
(Written for homemakers, describes safe use of common house- 

hold pesticides. 10 pages.) 

Limited numbers of copies available from Public Information 

Center, U.S. Environmental Protection Agency, 401 M Street, 

S.W., Washington, D.C. 20460. 

Keep Poison Baits Out of Children’s Reach 
(Two-color, 4'' x 9’ brochure explaining proper storage and 

placement of rodent, ant, and roach pesticide baits. Spanish edi- 

tion also available.) 

Limited quantities available from Public Information Center, U.S. 
Environmental Protection Agency, 401 M Street, S.W., Wash- 

ington, D.C. 20460. 

Home Checklist 
(8V2"' x 11'' flyer which helps to locate trouble spots in the home 

as they relate to accidental poisonings.) 

Single copy free. Local reproduction authorized. American As- 

sociation of Poison Control Centers, c/o Academy of Medicine of 
Cleveland, 10525 Carnegie Avenue, Cleveland, Ohio 44106. 

First Aid for Poisoning 
(A 16-page booklet primarily for the training of the lay person in 

emergency care techniques by authorized American Red Cross 

first aid instructors. ARC Stock No. 320801.) 

Available from local Red Cross Chapters at nominal cost. 

First Aid for Poisoning 
(An 8Y2'' x 11'' two-color Flyer/Poster.) 

Limited quantities available through local Red Cross Chapters. 

Package of 100, $2. 

Tips on Child Safety 
(A pediatrician tells how to prevent accidental poisoning and 

other accidents.) 

Produced by Closure Committee, Glass Packaging Institute. Lim- 
ited quantities free. Send stamped, self-addressed, business-size 

envelope to Safety Tips, Closure Information Bureau, 11th floor, 

300 E. 44th St., New York, N.Y. 10017. 

Women and Health 
(10 articles on health concerns of women today, including an ar- 

ticle on preventing accidents in the home, and a tear-out home 

Emergency Reference Chart.) 

Quantities up to 10 free; larger quantities 10 cents each. Council 
on Family Health, Dept. P, 633 Third Avenue, New York, N.Y. 

10017. (Payment should accompany all orders.) 

Poison Isn’t Kid Stuff 
(3V2'' x 7'', 4-page, color pamphlet. Suggests dangerous house- 

hold products be kept away from children and medical advice be 
obtained when a poisoning is suspected.) 

Single copy free. Local reproduction authorized. American As- 

sociation of Poison Control Centers, c/o Academy of Medicine of 
Cleveland, 10525 Carnegie Avenue, Cleveland, Ohio 44106. 

First Aid Skill Book 
(Colorful 31-page booklet. Shows and discusses basic first aid 
techniques. Aimed at Scout age boys, 11-15.) 

30 cents each. Available through Boy Scouts of America, Scout- 

ing Supply Center, North Brunswick, N.J. 08902 or local official 

Scout distributors. 

Please Don't Eat the Dieffenbachia! 
(A listing of common poisonous plants with botanical name, 

toxic parts, and suggested treatment.) 

Free. Quantities limited to 25. Request permission to reprint. 
Giant Food, Inc., Consumer Affairs Dept., Box 1804, Washington, 

D.C. 20013. 

Note: Baltimore is the poison control center listed for informa- 

tion. Other areas should contact their local center. 
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Lopressor’ 
metoprolol tartrate 

Tablets of 50 mg and 100 mg 

Lopressor™ 59 
Metoprololtartrate MQ. 

100 tablets Protect from Moisture. 
Store at 
COntrotieg 0 

temperature, 

Geigy 

Geigy er a 

Lopressor 10 
metoprolol tartrat

e 

rotect from 

100tablets Pore. 
Store at 
controlled 

, room 

eigy temperature. 

GEIGY Pharmaceuticals, Division of CIBA-GEIGY Corporation, Ardsley, New York 10502 

398-90495 



39, 

40. 

41. 

42. 

43. 

45. 

46. 

47. 

48. 

POSTERS 

Keep Safely. . . Away from Children (4069-A) 
(An 8¥2"' x 11%2"' colored poster emphasizing the importance of 
keeping children away from medicines and cleaning products.) 

1-9, 34 cents each; 10-99, 22 cents each: 100-999, 13.2 cents 
each. National Safety Council, 444 North Michigan Avenue, 
Chicago, Illinois 60611. 

Curiosity Can Kill (4754-A) 
(An 8¥2'' x 11"’ colored poster depicting a child pulling stopper 
out of poison bottle.) 

1-9, 34 cents each; 10-99, 22 cents each; 100-999, 13.2 cents 
each. National Safety Council, 444 North Michigan Avenue, 
Chicago, Illinois 60611. 

National Poison Prevention Week 1979 

(11''x 17"' for windows, bulletin boards, etc.) 

Quantities can be purchased from the Order Desk, American 
Pharmaceutical Association, 2215 Constitution Avenue, N.W., 

Washington, D.C. 20037. 25 for $7.50: 50 for $13; 100 for $22. 
Postpaid. (Payment must accompany orders.) 

STOP and Read the Label Before Using Any Pesticide 
(An 18" x 22"' wall poster for wall display. Red STOP sign draws 
attention to need for reading label directions before using any 
pesticide.) 

Free. Safety Division, National Agricultural Chemicals Associa- 

tion, 1155 15th Street, N.W., Washington, D.C. 20005. 

Small STOP Sign with Gummed Back 
(2"' x 2'' STOP sign with gummed back. Sign is identical to large 
STOP sign poster calling attention to need for reading label di- 

rections before using any pesticide. For attachment to storage 
cabinets or sprayers.) 

Free. Safety Division, National Agricultural Chemicals Associa- 
tion, 1155 15th Street, N.W., Washington, D.C. 20005. 

Your Baby is an Explorer 
(8V2"' x 112" illustrated, two-color poster calling Mother's atten- 

tion to the necessity of keeping dangerous items out of children’s 
reach.) 

Minimum orders of 10. Under 500, 25 cents each; 501-999, 20 

cents each; over 1000, prices on request. Postage prepaid. The 
Soap and Detergent Association, 475 Park Avenue South at 32nd 

Street, New York, N.Y. 10016. 

Labels. . . Read and Heed (3764-A) 
(An 8¥2'' x 11'' colored poster depicting the importance of read- 
ing warning and caution labels on household items.) 

1-9, 34 cents each; 10-99, 22 cents each; 100-999, 13.2 cents 

each. National Safety Council, 444 North Michigan Avenue, 
Chicago, Illinois 60611. 

He’ll Eat Anything He Can Get His Hands On 
(A 20"' x 23"' poster, produced by the Consumer Product Safety 

Commission and warning against childhood poisoning. Stock 

No. 052-07 1-00090-6.) 

25 copies: $2.85. Specify above stock number to Superintendent 

of Documents, U.S. Government Printing Office, Washington, 
D.C. 20402. 

Store Safely Out of Reach (4723-A) 
(An 8¥Y2"' x 11%2'' colored poster showing child unsuccessfully 
reaching for properly stored household poisons.) 

1-9, 34 cents each; 10-99, 22 cents each; 100-999, 13.2 cents 

each. National Safety Council, 444 North Michigan Avenue, 
Chicago, Illinois 60611. 

Rinse and Drain Pesticide Containers 
(Printed instructions detailing 4 basic steps to effectively reduce 

the concentration of pesticides remaining in glass, plastic, and 

metal containers when emptied of original contents to reduce 
the potential hazard which might occur prior to disposal. 4'' x 8"' 

gummed label for attachment to spray tank or pesticide storage 

area. Poster, 9"' x 12"’, for wall display.) 

Single copies of gummed label available free of charge by send- 
ing self-addressed stamped envelope. In quantity: gummed 

labels, $5 per hundred; wall posters, $5.50 per hundred. R/D, 
National Agricultural Chemicals Association, 1155 Fifteenth 

Street, N.W., Washington, D.C. 20005. 

JANUARY, 1979 

49. First Aid Training Means Accident Prevention 

50. 

Sie 

522 

5S: 

54. 

5D: 

56. 

57. 

58. 

(8Y2'' x 11’ poster. Shows safe medicine cabinet storage prac- 

tices and gives general directions for giving first aid.) 

Available, free, from local Red Cross chapters. 

FILMS, SLIDE TALKS, PUBLIC 
ADDRESSES, AND MEDIA AIDS 

Handle Pesticides Safely — Like a Pro! 
(38 slides, 35mm, color, with a pictorial script and recorded cas- 

sette script; covers safe practices from purchase through clean- 

up forthe commercial pesticide applicator.) 

Purchase price: $14.95. Visual Education, Inc., Suite 424, 1425 H 

Street, N.W., Washington, D.C. 20005. 

Safety at Home with Pesticides 
(24 slides, 35mm, color, with recorded cassette and pictorial 

script, produced in cooperation with National Agricultural 

Chemicals Association. Provides practical approach to safety in 

the home surroundings, to provide child protection when han- 
dling and storing pesticides used around the home.) 

Purchase price: $11.95. Visual Education, Inc., Suite 424, 1425 H 

Street, N.W, Washington, D.C. 20005. 

Poison Perils (slide series) (576.04) 
(Thirty 2'’ x 2"' full color cardboard slides, sturdy shipping- 
storage container, and 20-page script book including hints for 

conducting an interesting slide presentation, and questions to 
stimulate discussion following the presentation. Slides deal with 

poison prevention and control in the home.) 

Purchase price: 1 slide set, $39.60; 2-9 sets, $37.20. National 
Safety Council, 444 North Michigan Avenue, Chicago, Illinois 
60611. 

Poison: Handle With Care 
(35-frame filmstrip with script. Suitable for upper elementary 

grade levels through adult audiences. Covers common house- 
hold chemicals, preventive measures, and first aid suggestions.) 

Color, $10.50; black and white, $7.50. There is a 3% Handling 

Charge on each order. Visual Education Consultants, Inc., Madi- 

son, Wisconsin 53701. 

250,000 Ways to Destroy a Child’s Life Without Leaving Home 
(15-minute color, sound film. Relates poisoning hazards in aver- 
age home to stages of a child's development and gives needed 

prevention measures. Also shows steps to follow when pre- 

cautions fail. Informative for those responsible for child-care as 

well as medical and paramedical personnel.) 

Available as a16 mm color sound film or on video cassette. $225. 

Contact Mar/Chuck Film Industries, P.O. Box 61, Mt. Prospect, 
Illinois 60056. 

Safety Rules for Home Pesticides 
(Filmstrip, prepared with the cooperation of the U.S. Department 

of Agriculture, illustrates the right way to handle pesticides be- 

fore, during, and after use.) 

Purchase price: $7.50 plus 3% handling charge on each order. 

Visual Education Consultants, Inc., P.O. Box 52, Madison, Wis- 
consin 53701. 

Prevent Accidental Poisonings (Revised 1978) 
(Filmstrip identifies and shows how to handle common house- 

hold poisons. Gives instructions on what to do if accidental poi- 

soning occurs.) 

Purchase price: $5.50 plus 3% handling charge on each order. 

Visual Education Consultants, Inc., P.O. Box 52, Madison, Wis- 
consin 53701. 

Captioned Slides 
(40 slides, 35 mm, color. New series of captioned slides. Suitable 
for use in an automatic projector with a self-contained screen for 

display in clinics, at health fairs, etc. May also be used for oral 

presentations to adults.) 

Purchase price: $20.00. American Association of Poison Control 

Centers, c/o Academy of Medicine of Cleveland, 10525 Carnegie 

Avenue, Cleveland, Ohio 44106. 

Poisons All Around Us 
(A new 11-minute, 16 mm, sound, color film acquaints viewer 

with common poisons, including household items, plants and 

medications. Designed for young people and adults, it details 

emergency procedures. 

if) 



Robitussin Makes The 
‘Cough/Cold’ Season Your 

‘Gold’ Season. 

The Robitussin family is Number 1 
in drug store* consumer sales - and growing. 
Robitussin family consumer sales increased 59% during the Jan/Feb 
1978 peak selling period. Did you get your share of the extra ‘Gold’? 

Extra ‘Gold’ Opportunity 

Off-Invoice Allowance | 
e PLUS Display Allowance | 

¢ PLUS Co-Operative Allowance 

e PLUS Extra Dating 

Offer Expires January 30, 1979 

Your Robins representative will be contacting 
you in the near future with the specific details. 

If further information is desired, A-H-]20 BI N S 
please write to: 

Mr. Wm. E. Lipscomb, Jr., A.H. Robins Company, Inc. A.H. Robins Company. 
1407 Sherwood Drive, Richmond, Virginia 23220 Richmond, Virginia 23220 

*Source: Independent Market Research 

16 THE MARYLAND PHARMACISI1 



49. 

60. 

61. 

62. 

63. 

64. 

65. 

66. 

67. 

Purchase price: $160. Rental fee: $16. Also available on special 

order in Super 8 mm and video cassettes. Alfred Higgins Produc- 
tions, Inc., 9100 Sunset Blvd., Los Angeles, California 90069. 

Our Poison Jungle (cartoon slides) 

(44 slides, 35 mm, color with annotated script. Directed towards 
an adult audience. Covers incidence, hazards, preventive mea- 
sures, and first aid suggestions.) 

Purchase price: $20.00. Rental fee for three-week period: $5.00. 
American Association of Poison Control Centers, c/o Academy of 

Medicine of Cleveland, 10525 Carnegie Avenue, Cleveland, Ohio 
44106. 

Our Poison Jungle (filmstrip) 
(44-frame, color filmstrip plus curriculum guide with script and 

materials for classroom use. Designed for presentation to pupils 

in grades 2-5. Discusses chemical hazards in their homes and 
how they can prevent accidental poisonings.) 

Purchase price: $10.00; 10 or more, $9.50 each. Cassette tape for 
filmstrip: $5.00. Additional booklets with script, etc., if accom- 
panying original order: 50 cents each. American Association of 

Poison Control Centers, c/o Academy of Medicine of Cleveland, 
10525 Carnegie Avenue, Cleveland, Ohio 44106. 

The Careless Family 
(A 15-minute animated cartoon film, 16mm, sound and color. 

Discusses adult carelessness and children’s poisonings.) 

Purchase price: $75. American College of Apothecaries, 874 
Union Avenue, Memphis, Tennessee 38163. 

Lead Poisoning Could Strike Your Child 
(A 20-minute, 16mm, sound, color film on old lead paint poison- 

ing causes and prevention and childhood lead poisoning symp- 
toms and treatment.) 

Produced in cooperation with National Paint and Coatings Asso- 

ciation. Available from Allied International Films, Ltd., 6609 Crys- 
tal Springs Road, P.O. Box K, Crystal Lake, Illinois 60014. $187.50 
per print. 

Read the Label — and Live! (2nd ed.) 
(A 13-minute, 16mm sound, color, film. Stresses the importance 
of reading warning labels on commonly used products. Details 
safe handling practices.) 

Purchase price: $195.00; rental fee, $20.00. Available on special 
order in Super 8mm and video cassettes. Alfred Higgins Pro- 
ductions, Inc., 9100 Sunset Blvd., Los Angeles, CA 90069. 

Look’n’ Do First Aid Visual Aids 
(145-frame slide-set or filmstrip, with script. Designed to show 
how to recognize and treat first aid emergencies. Aimed at Scout 
age boys, 11-15.) 

Slides, $14.50; filmstrip, $9.80. Audio-visual Division, Boy Scouts 
of America, North Brunswick, N.J. 08902. 

The Travels of Timothy Trent 

(10-minute, 16mm, color, sound film. Tells parents and others re- 
sponsible for the care of young children how safety packaging 

protects from accidental poisoning. Free discussion materials 
also available with this film.) 

Available on free loan. Produced by U.S. Consumer Product 

Safety Commission. Available from Modern Talking Pictures, 
2323 New Hyde Park Road, New Hyde Park, New York 11040. 
Telephone: 516 — 437-6300. Purchase price: $49.50, from 

National Audio-visual Center, Order Dept., Washington, D.C. 
20409. 

MISCELLANEOUS 

Teaching About Drugs. A Curriculum Guide K-12 
(A model for use by classroom teachers and youth group leaders. 

Includes suggestions for poison prevention learning activities 
and appropriate resources, reference papers, and color photos.) 

$4. American School Health Association, P.O. Box 708, Kent, 
Ohio 44240. 

National Poison Prevention Week Packet 
(Folder containing list of available materials, fact sheet, state and 
local officials’ suggested proclamations, and other promotional 

materials for the Poison Prevention Week Observance.) 

Order from Secretary, National Planning Council for National 
Poison Prevention Week, P.O. Box 1543, Washington, D.C. 
20013. 
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68. Poison Prevention Packet 
(Folder containing informational and educational materials on 
poison prevention.) 

Single copy free. U.S. Consumer Product Safety Commission, 

5401 Westbard Avenue, Bethesda, Maryland 20207; Attn: OC. 

69. A Guide to Teaching Poison Prevention to Kindergarten and Pri- 
mary Grades 

(A 68-page manual published by the Consumer Product Safety 

Commission; contains games, pictures, work sheets, etc., de- 

signed to assist in teaching poison prevention to children. Stock 
No. 052-003-00257-4. ) 

Single copies: $1.25. Specify above stock number to Superin- 
tendent of Documents, U.S. Government Printing Office, Wash- 
ington, D.C. 20402. 

70. Presidential Proclamation 

Single copies of the President's proclamation will be available 
after date of issue. Secretary, National Planning Council for 

National Poison Prevention Week, P.O. Box 1543, Washington, 
D.C. 20013. 

71. Poison Puzzles & Games 

(12-page book for ages 5-10. Includes games, puzzle, maze and 

pictures for coloring, all directed toward teaching poison preven- 
tion safety rules.) 

Single copy: 50 cents; minimum order, $1.00. Payment must ac- 

company order unless ordered with slides or filmstrip. Quantity 

prices to be determined. American Association of Poison Control 

Centers, c/o Academy of Medicine of Cleveland, 10525 Carnegie 
Avenue, Cleveland, Ohio 44106. 

72. NPPW List of Materials 

A limited number of additional copies of this publication you are 
now reading are available, gratis, from the Secretary, National 

Poison Prevention Week, P.O. Box 1543, Washington, D.C. 
20013. 

73. Billboard Posters 
(Standard 24-sheet set) 

$20 per set. Imprint optional (cost of imprint depends on quan- 

tity). Shipping costs extra. Mario Casinelli, Jr., R.Ph., 26 Hibiscus 
Dr., Cranston, R.I. 02920. (Also, silk-screened, 14’’ x 22’’ window 

posters. 50 cents each, plus shipping; quantity prices over 100.) 

calender 

Jan. 7-14 — WINTER TRIP TO ST. MAARTEN — 
additional plane added 

Jan. 14-21 — WINTER TRIP TO ST. MAARTEN — 
original trip 

Jan. 14 — C.E. PROGRAM — Maryland DPS Law — 
UMBC 

Feb. 11 — BMPA Installation Banquet — Blue Crest 

Feb. 18 —C.E. PROGRAM — Maryland DPS Law — 
Salisbury 

Feb. 22 INDUSTRY RELATIONS SEMINAR 

March 4 — Swain Seminar — College Park 

March 19 — NARD Legislative Conference - Wash- 
ington, D.C. 

April 5 — MPhA SPRING REGIONAL — Quality 
Inn, Catonsville 

April 21-26 — APhA Convention — Anaheim, Califor- 
nia 

May 6— AZO Fritz Berman Seminar 

June 24-28 — MPhA CONVENTION — TAMI- 
MENT, PENNSYLVANIA 
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PRESCRIPTION 
FOR PEACE OF MIND: 
You want the peace of mind that comes from 

the protection of American Druggists’ 

Insurance. It assures you of prompt, 100% 

claims settlement for fire, 

theft, liability, malpractice. We know the 

pharmacists’ problems best, because 

A.D.I. was founded by pharmacists, in 1906, 

for pharmacists. Let Mayer and 

Steinberg give you a free evaluation of your 

insurance needs. 

Your American Druggists’ Insurance Co. Representative 

MAYER STEINBERG": 
_ General Insurance Agents and Brokers 

600 REISTERSTOWN RD. BALTO.. MD. 
(301) 484-7000 

THE MARYLAND PHARMACIST 



LUEW URUY UU. panthirebibes 2 ares 

Has For Your PHARMACY i : 
A Complete Price Sticker and “" 
Order Entry Program. 
Now Operating in over 500 Pharmacies Like Yours. 
THE SERVICE PROVIDES: retail price sticker & shelf labels, allowing you selective 
pricing for all items you purchase. Plus customized pricing for up to 1500 items. 
Two price system. 

IE I LE LE LLL 

Se > 

OVER THE COUNTER MERCHANDISE RX MERCHANDISE 

TAME CR RIN 8 OZ. BENTYL TAB 20MG 
#5681 | Qry 7) | $1. 100 QTY 1 

334 2.25 2 032 = iM wc 68-0123-61 
(ee 1350 Pits [15 76 

Electronic Order Entry Bs a 
Electronic order entry Terminal for in-store use. It’s light-_ - 
weight, portable and enables you to order 200 line items 
in less than one minute. Transmits over telephone. Opera- z= y 
tional 24 hours a day . . . call at your convenience. 

Turnover and Profitability Reports say 
| Customized series of ongoing Turnover and Profitability 

|. Reports for Your Store. Helpful information compiled from 

product movement of items in your store. 

CHECK THE BIG PLUS FEATURES: a REPLY COUPON 

LOEWY DRUG CO. 
e Store Identification Labels. | 6801 QUAD AVENUE, BALTIMORE, MD. 21237 
¢ Complete Product Information. YES, I'd like to get more FACTS ABOUT SPACE: 
e Complete OTC and RX Pricing Stickers. 
e Quarterly Label Color Change. | NAME 
e Tamper-proof (non-transfer) security. 

e Ink Screening of Coded Information. | TITLE 
e Deal Contents Have Price Stickers. ane 

e Price Stickers for Selected Full Cases. | 

e NDC Numbers on All RX Products. ADDRESS 
e Customized Pricing. 
e Two Price System. | CITY STATE ZIP 
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Members of the MPhA Legislative Committee are: Milton Sappe 

(Chairman), Ronald Lubman, Leonard DeMino, Nathan 

Schwartz, Stanley Brodie, Luisa Massari, Stanley Yaffe, Ira 

Fedder, Laurajean Councill, Anthony Padussis, S. Ben Fried- 
man, Doreen Fliss and George Voxakis. The Committee wel- 

comes input on the 1979 legislative session. 

MEMBERS OF THE GENERAL ASSEMBLY 

District 1 — Allegany and Garrett Counties 

Sen. Edward J. Mason (R) 1904 Bedford Street 

Subdistrict 1A 
Del. DeGorsey Emroy 

Bolden (R) 

Subdistrict 1B 
Del. William B. Byrnes (D) 

Del. Thomas B. Cumiskey(D) 219Schley Street 

District 2— Allegany and Washington Counties 
Sen. Victor Cushwa (D) Cloverton, Box 406 

Subdistrict 2A 
De. Casper R. Taylor, Jr. (D) 

Subdistrict 2B 
Del. Inwin Hoffman (D) 

Subdistrict 2C 
Del. Donald F. Munson (R) 

313S. Second Street 

316 Prince George St. 

Rt. 3, Box 169A 

117 W. MagnoliaAve. 

District 3 — Washington and Frederick Counties 
Sen. Edward P. Thomas(R) 710Wyngate Drive 

Subdistrict 3A 
Del. Paul Muldowney (D) 

Subdistrict 3B 
Del. James E. McClellan (D) 
Del. Julien P. Delphey (R) 

Rt. 8, Box 478 

215 Rockwell Terrace 

222 Carroll Parkway 

District 4 — Frederick and Carroll Counties 

Sen. CharlesH.Smelser(D)  Rt.2, Box 34 
Subdistrict 4A 

Del. Charles E. Smith (D) 403 Walnut Street 

20 

Cumberland 21502 

Oakland, 21550 

Eckhart Mines, 21528 

Cumberland, 21502 

Williamsport, 21795 

Cumberland, 21502 

Hagerstown, 21740 

Hagerstown, 21740 

Frederick, 21701 

Hagerstown, 21740 

Frederick, 21701 

Frederick, 21701 

Union Bridge, 21791 

Brunswick, 21716 

Subdistrict 4B 
Del. Raymond E. Beck (R) 1515S. Pleasant Valley 

Road 

Del. V. Lanny Harchenhorn 
(R) 107 Blue Ridge Avenue 

District 5 — Carroll, Baltimore, and Harford Counties 

Sen. Francis X. Kelly (D) 124 Tregarone Road 

Subdistrict 5A 
Del. William H. Amoss (D) 

Subdistrict 5B 
Del. Richard C. Matthews (R) 
Del. Ellen R. Sauerbrey (R) 

District 6 — Harford County 
Sen. Arthur Henry Helton (D) 

Del. George B. Adams, Jr. (D) 
Del. William H. Cox, Jr. (D) 

Del. Catherine |. Riley (D) 

District 7 — Baltimore County 
Sen. Dennis F. Rasmussen 

(D) 8009 Yellowstone Road 
De!. Michael J. Collins (D) 608 Seena Road 

Del. R. Terry Connelly (D) 1507 Old Eastern Ave. 
Del. Michael H. Weir (D) 1707 Cape May Rd. 

District 8 — Baltimore County 
Sen. Patrick T. Welsh (D) 

Del. Louis L. DePazzo (D) 

Del. Daniel J. Minnick, Jr. (D) 

Del. Robert R. Staab (D) 

District 9 — Baltimore County 
Sen. NormanR. Stone, Jr. (D) 2322 Lodge Forest Dr. 
Del. Thomas L. Bromwell(D) 9 Bothwell Garth 

Del. William J. Burgess (D) 8215 Edwill Avenue 

Del. William Rush (D) 3307 Putty Hill Ave. 

District 10 — Baltimore County 
Sen. John J. Bishop (R) 6671 Loch Hill Road 

Del. Donald K. Hughes (D) 1121 High Country Rd. 
Del. Thomas B. Kernan (D) 37 Acorn Circle 

Del. Mark C. Medairy, Jr.(D) 719 Camberley Cir., #A-2 

2037 Pleasantville Rd. 

1309 Taylor Street 

4122 Sweet Air Road 

820 Ontario Street 

477 W. Bel Air Avenue 
625 Ridgewood Road 

747 Roland Avenue 

1930 Midland Road 

1818 Tyler Road 

2421 Fairway 

2816 Moorgate Road 

Westminster, 21157 

New Windsor, 21776 

Timonium, 21093 

Fallston, 21047 

Hampstead, 21074 

Baldwin, 21013 

Havre de Grace, 21078 

Aberdeen, 21001 

Bel Air, 21014 

Bel Air, 21014 

Kingsville, 21087 
Baltimore, 21221 

Essex, 21221 

Essex, 21221 

Dundalk, 21222 

Baltimore, 21222 

Dundalk, 21222 

Baltimore, 21222 

Baltimore, 21219 

Baltimore, 21236 

Baltimore, 21237 

Baltimore, 21234 

Baltimore, 21239 

Towson, 21204 

Towson, 21204 

Towson, 21204 
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District 11 — Baltimore County 
Sen. Robert E. Stroble (R) 1839 Locust Ridge Rd. 

Del. Bert Booth (R) 
Del. Thomas W. 

Chamberlain,, Sr. (R) 307 Galway Road 

Del. A. Wade Kach (R) 15 Brookshire Dr. 

District 12 — Baltimore County 
Sen. MelvinA. Steinberg(D) 13Stone Hollow Court 
Del. Arthur S.Alperstein(D) 4104 Balmoral Circle 

Del. Paula Colodny 

11231 Greenspring Ave. 

Hollinger (D) 

Del. Theodore Levin (D) 
3708 Lanamer Road 

626 Ralston Avenue 

District 13 — Baltimore County 

Sen. Timothy R. Hickman(D) 16 Montrose Manor Ct. 

Del. Charles E. Kountz (D) 217 Hazel Avenue 

Del. KennethH. Masters(D) 1809Edmondson Ave. 

Del. Louis P. Morsberger(D) 612 Hilton Avenue 

District 14— Howard and Montgomery Counties 
Sen. James Clark, Jr. (D) 10572 Clarksville Pike 

Subdistrict 14A 
Del. Joel Chasnoff (D) 

Subdistrict 14B 
Del. Anne E. Baker (D) 3113 The Oaks Road 

Del. Hugh Burgess (D) 8900 Frederick Rd. 

District 15 — Montgomery County 
Sen. Laurence Levitan (D) 11426 Georgetown Dr. 

Subdistrict 15A 
Del. Jerry H. Hyatt (D) 

Subdistrict 15B 
Del. Judith C. Toth (D) 6611 80th Place 
Del. Robin Ficker (R) 7526 Glennon Drive 

District 16 — Montgomery County 
Sen. Howard A. Denis (R) 5301 Westbard Circle 

Del. Marilyn Goldwater (D) 5508 Durbin Road 
Del. Nancy K. Kopp (D) 6301 Dahlonega Road 
Del. Constance A. Morella(R) 6601 Millwood Road 

District 17 — Montgomery County 
Sen. S. Frank Shore (D) 11230 Troy Rd. 

Del. Jennie M. Forehand(D) 712Smallwood Rd. 

Del. Joseph E. Owens (D) 13619 Grenoble Dr. 
Del. Luiz Simmons (R) 10 Eton Overlook 

13712 Batchelors Dr. 

27521 Mt. Radnor Rd. 

District 18 —— Montgomery County 
Sen. Margaret C. 

Schweinhaut (D) 

Del. Donald B. Robertson (D) 

Del. David L. Scull (D) 8717 Susanna Lane 

Del. Patricia R. Sher (D) 1916 Rockwood Rd. 

District 19 — Montgomery County 

3601 Saul Rd. 

7003 Delaware St. 

Sen. Sidney Kramer (D) 
Del. |damae Garrott (D) 

Del. Helen L. Koss (D) 
Del. Lucille Maurer (D) 

11500 Gilsan St. 

13115 Estelle Rd. 

3416 Highview Court 
1023 Forest Glen Rd. 

District 20 — Montgomery County 
Sen. Victor L. Crawford (D) 9417 Colesville Rd. 

Lutherville-Timonium, 

21093 

Lutherville, 21093 

Timonium, 21093 

Reisterstown, 21136 

Pikesville, 21208 

Baltimore, 21208 

Randallstown, 21133 

Baltimore, 21202 

Baltimore, 21228 

Baltimore, 21227 

Catonsville, 21228 

Catonsville, 21228 

Ellicott City, 21043 

Colesville, 20904 

Ellicott City, 21043 
Ellicott City, 21043 

Potomac, 20854 

Damascus, 20750 

Cabin John, 20034 

W. Bethesda, 20034 

Bethesda, 20016 

Bethesda, 20014 

Bethesda, 20016 

Bethesda, 20034 

Rockville, 20852 

Rockville, 20850 

Rockville, 20853 

Rockville, 20850 

Kensington, 20795 

Chevy Chase, 20015 

Chevy Chase, 20015 

Silver Spring, 20910 

Silver Spring, 20902 

Wheaton, 20906 

Wheaton, 20902 
Silver Spring, 20901 

Silver Spring, 20901 
Del. Stewart Bainum, Jr. (D) 9039 Sligo Creek Pkwy., #1715 Silver Spring, 20901 
Del. Sheila Ellis Hixson (D) 

Del. lda G. Ruben (D) 

1008 Broadmore Cir. 

11 Schindler Ct. 

District 21 — Prince George’s County 
Sen. Arthur Dorman (D) 
Del. Kay G. Bienen (D) 

Del. Timothy F. Maloney (D) 
Del. Paulene H. Menes (D) 

11107 Montgomery Rd. 

12411 Radnor Lane 

4305 Josephine Ave. 
3517 Marlbrough Way 

District 22 — Prince George’s County 
Sen. John J. Garrity (D) 
Del. Anthony Cicoria (D) 

Del. Thomas J. Mooney (D) 

Del. Richard A. Palumbo (D) 

3801 Calverton Dr. 

5618 Baltimore Ave. 

705 Elm Avenue 

3419 Stanford St. 

District 23 — Prince George’s County 
Sen. Thomas Patrick 

O'Reilly (D) 

Del. David Bird (D) 

Del. Frank B. Pesci, Sr. (D) 

Del. Robert S. Redding (D) 

7107 Lois Lane 

3402 Laurel Avenue 

8311 Fremont Place 

6604 Adrian Street 

District 24 — Prince George’s County 

Sen. Edward T. Conroy (D) 
Del. Gerard F. Devlin (D) 

Del. Joan Pitkin (D) 

Del. Charles J. Ryan (D) 

JANUARY, 1979 

12432 Shawmont Lane 

2505 Kitmore Lane 

12005 Longridge Lane 

3007 Bendix Lane 

Silver Spring, 20904 

Silver Spring, 20903 

Beltsville, 20705 

Laurel, 20811 

Beltsville, 20705 

College Park, 20740 

Hyattsville, 20782 
Hyattsville, 20781 

Takoma Park, 20012 

Hyattsville, 20783 

Lanham, 20801 

Cheverly, 20785 
New Carrollton, 20784 

New Carrollton, 20784 

Bowie, 20715 

Bowie, 20715 

Bowie, 20715 

Bowie, 20715 
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District 25 — Prince George’s County 
Sen. Tommie Broadwater (D) 3309 Hayes Street 

Del. Nathaniel Exum (D) 6702 Arlene Drive 

Del. Francis J. Santangelo, 
Sr. (D) 7009 E. Chesapeake St. 

Del. Sylvania W. Woods, 

Jr. (D) 7816 Fiske Avenue 

District 26 — Prince George’s County 
Sen. B. W. Mike Donovan(D) 7112Mason St. 

Del. Dennis C. Donaldson (D) 7405 Kipling Parkway 

Del. Lorraine M.Sheehan(D) 42 Herrington Dr. 

Del. Francis W. White (D) 33 Thurston Dr. 

District 27 — Prince George’s County 
Sen. Peter A. Bozick (D) 5606 Lansing Dr. 

Del. Charles S. Blumenthal 

(D) 519 Barrymore Dr. 

Del. Frank J. Komenda (D) 3509 Leslie Ave. 

Del. Frederick Charles 

Rummage (D) Drive 

District 28 — Prince George’s and Charles Counties 
Sen. Thomas V. Mike 

Miller, Jr. (D) 6502 Horseshoe Dr. 

Del. William R. McCaffrey (D) 12405 Lytton Ave. 

Del. Joseph F. Vallario, Jr. (D) 8116 Rosaryville Rd. 

Del. John W. Wolfgang (D) 12334 Hatton Point Rd. 

District 29 — Charles and St. Mary's Counties 
Sen. James C. Simpson (D) Rt. 3, Box 488 

Del. Roy Dyson (D) P.O. Box5 

Del. John William Quade(D) Box58 
Del. Michael J. Sprague (D) P.O. Box 314 

District 30 — Anne Arundel and Calvert Counties 
(Vacancy) Sen. Edward T. Hall— deceased 

Subdistrict 30A 
Del. ThomasA. Rymer (D) P.O. Box 14, 

Boyd's Turn Rd. 

Subdistrict 30B 
Del. Elmer Hagner (D) 2511 Riva Road 

Del. Gerald W.Winegrad(D)  1428Catlyn Place 

District 31 — Anne Arundel County 

Sen. Jerome F. Connell, 
Sr. (D) 

Del. William J. Burkhead (D) 

Del. Philip C. Jimeno (D) 

Del. Walter J. Shandrowsky 

(D) 7615 Bay Street 

District 32 — Anne Arundel County 
Sen. H. Erle Schafer (D) 7887 Chestnut Rd 

Del. Tyras S. Athey (D) Box 379 F., Rt. 2 

Del. Patrick C. Scannello(D) 114Vernon Ave 

Del. George T. Schmincke 
(D) 108 Chalmers Ave 

101 Tick Neck Rd. 

15 Country Club Dr. 

833 Matthews Ave. 

6300 George Washington 

Forward 

your comments 

to MPhA 

Legislative 

Committee 

Glenarden, 20801 

Seat Pleasant, 20027 

Landover, 20785 

Lanham, 20801 

District Heights, 20028 

District Heights, 20028 

Upper Marlboro, 20870 
Largo, 20870 

Camp Springs, 20031 

Oxon Hill, 20021 

Temple Hills, 20031 

Camp Springs, 20031 

Clinton, 20735 

Brandywine, 20613 

Upper Marlboro, 20870 

Fort Washington, 20022 

LaPlata, 20646 

Great Mills, 20634 

Clements, 20624 

Port Tobacco, 20677 

Owings, 20836 

Annapolis, 21401 

Annapolis, 21401 

Pasadena, 21122 

Glen Burnie, 21061 

Brooklyn Park, 21225 

Pasadena, 21122 

Severn, 21144 

Jessup, 20794 

Glen Burnie, 21061 

Glen Burnie, 21061 
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District 33 — Anne Arundel County 

Sen. John A. Cade (R) 

Del. James Lighthizer (D) 

Del. Robert R. Neall (R) 

Del. Elizabeth S. Smith (R) 

78 Riversjde Dr. 

1782 Crofton Parkway 

771 West Central Ave. 

3438 Merrimac Rd. 

District 34 — Cecil, Kent, and Queen Anne’s Counties 

Sen. Walter M. Baker (D) 
Del. Richard D. Mackie (D) 

Del. R. Clayton Mitchell, 

Jr. (D) 

Del. Carter M. Hickman (D) 

R.D. #4, Riverside Dr. 

R.D. #8, Little Elk Farm 

Kentmore Park 

R.D. #1, Box 130 

Severna Park, 21146 

Crofton, 21114 

Davidsonville, 21035 

Davidsonville, 21035 

Elkton, 21921 

Elkton, 21921 

Kennedyville, 21645 

Church Hill, 21623 

District 35 — Caroline, Talbot, Dorchester and Wicomico Counties 

Sen. Frederick C. Malkus, 
Jr. (D) 

Del. John R. Hargreaves (D) 
Del. W. Henry Thomas (D) 

Del. William S. Horne (D) 

RFD 1, Box 123, 
Egypt Road 

Rt. 2, Box 44L 
1009 Radiance Drive 

206 Brookletts Ave. 

Cambridge, 21613 

Denton, 21629 

Cambridge, 21613 

Easton, 21601 

District 36 — Somerset, Worcester, and Wicomico Counties 

Se. Joseph J. Long, Sr. (D) 

Del. Robert C. Biggy 
Long (D) 

Del. Lewis R. Riley (R) 

Del. Mark O. Pilchard (D) 

District 37 — Baltimore City 
Sen. Harry J. McGuirk (D) 

Del. R. Charles Avara (D) 

Del. Joseph W. O'Malley (D) 

Del. Paul E. Weisengoff (D) 

District 38 — Baltimore City 
Sen. Clarence M. Mitchell, 

il (D) 
Del. Isaiah Dixon, Jr. (D) 

Del. Lena K. Lee (D) 
Del. Larry Young (D) 

District 39 — Baltimore City 
Sen. Julian L. Lapides (D) 

Del. Torrey C. Brown (D) 
Del. James W. Campbell (D) 

Del. Anne Scarlett Perkins 

(D) 

District 40 — Baltimore City 
Sen. Verda Welcome (D) 
Del. Troy Brailey (D) 

Del. Frank M. Conaway (D) 

Del. Howard P. Rawlings (D) 

Two new firsts from District Photo! 

RST VEIT 
Turns snapshots into personalized picture postcards and greet- >| 
ing cards. Encourages customers to order extra prints — those = 

730 South Park Drive 

P.O. Box 216 

P.O. Box 130 

RFD #3, Box 100 

310 Long Island Ave. 

3508 Coolidge Ave. 

604 Jeffrey St. 

555 Brisbane Rd. 

1220 Druid Hill Ave. 

1607 West North Ave. 

1818 Madison Ave. 

1716 McCulloh St. 

809 Cathedral St. 

3941 Canterbury Rd. 
1329¥2 W. 41st St. 

4110 Greenway 

2101 Liberty Hghts. Ave. 

2405 Baker St. 

2330 Mosher St. 

3502 Sequoia Ave. 

to mail, those to keep. 

PLUS FOTO-DATE Puts the date on the back of each 
print, to tell the month and the year it was devel- 
oped. A handy record your customers appreciate. 

Salisbury, 21801 

Westover, 21871 

Parsonsburg, 21849 

Pocomoke, 21851 

Baltimore, 21229 

Baltimore, 21229 

Baltimore, 21225 

Baltimore, 21229 

Baltimore, 21217 

Baltimore, 21217 

Baltimore, 21217 

Baltimore, 21217 

Baltimore, 21201 

Baltimore, 21218 

Baltimore, 21211 

Baltimore, 21218 

Baltimore, 21217 

Baltimore, 21216 

Baltimore, 21216 

Baltimore, 21215 

Both at no extra cost to you or your customers! 
Both designed to build your photo-finishing profits! 

You get both of these tremendous profit-boost- 
ing features FREE when you’re a District Photo 
Dealer. We're the company that’s first with the 
best new developments in photo-finishing — 
Big Shot Borderless Photoprints, Bonus Photo, 
Silk-Finish, and One-Day Service. 

We believe in firsts, because they keep you first 

in sales. 

Call us. In D.C., 937-5300. In Baltimore, 792-7740. 
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District 41 — Baltimore City 

Sen. Clarence W. Blount (D) 

Del. Walter R. Dean, Jr. (D) 

Del. Margaret H. Murphy (D) 

3600 Hillsdale Rd. 

P.O. Box 11937 

4204 Ethland Ave. 

Del. Rev. Wendell H. Phillips (D) 3604 Edgewood Rd. 

District 42 — Baltimore City 
Sen. Rosalie Silber 

Abrams (D) 

Del. Benjamin L. Cardin (D) 

Del. David B. Shapiro (D) 

Del. Steven V. Sklar (D) 

District 43 — Baltimore City 

Sen. J. Joseph Curran, 
Jr. (D) 

Del. Andrew Joseph Burns 

(D) 
Del. Henry R. 

Hergenroeder, Jr. (D) 

Del. John A. Pica, Jr. (D) 

District 44 — Baltimore City 
Sen. John Carroll Byrnes (D) 
Del. Gerald J. Curran (D) 

Del. Dennis C. McCoy (D) 
Del. Frank C. Robey, Jr. (D) 

District 45 — Baltimore City 
Sen. Robert L. Douglass (D) 

Del. Joseph A. Chester, 

Sr. (D) 
Del. John W. Douglass (D) 
Del. Hattie N. Harrison (D) 

District 46 — Baltimore City 
Sen. Joseph S. Bonvegna (D) 

Del. Anthony M. DiPietro, 

Jr. (D) 
Del. Charles J. Krysiak (D) 

Del. Patrick L. McDonough 

(D) 

District 47 — Baltimore City 
Sen. Cornell N. Dypski (D) 

Del. James R. Dietrich (D) 
Del. Raymond A. Dypski (D) 

Del. American Joe 

Miedusiewski (D) 

DISTRICT PHOTO ING 
10619 BALTIMORE AVENUE, BELTSVILLE, MARYLAND 20705 

6205 Wirt Ave. 
2509 Shelleydale Dr. 

2102 Shelburne Rd. 

119 Cross Keys Rd. 

5203 Springlake Way 

920 Woodson Rd. 

307 Underwood Court 

307 E. Belvedere Ave. 

5221 Loch Raven Blvd. 

2901 Montebello Terr. 

2241 East Lake Ave. 
1218 Havenwood Rd. 

1511 East North Ave. 

3027 E. Federal St. 

1535 E. North Ave. 

2503 E. Preston St. 

3511 Gough St. 

429 N. Lakewood Ave. 

364 S. Cornwall St. 

3116E. Monument St. 

638 S. Decker Ave. 

158N. Potomac St. 

2824 Dillon St. 

625 S. Luzerne Ave. 
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Baltimore, 21207 

Baltimore, 21207 

Baltimore, 21207 

Baltimore, 21218 

Baltimore, 21215 

Baltimore, 21209 

Baltimore, 21208 

Baltimore, 21210 

Baltimore, 21212 

Baltimore, 21212 

Baltimore, 21212 

Baltimore, 21212 

Baltimore, 21239 

Baltimore, 21214 

Baltimore, 21213 

Baltimore, 21218 

Baltimore, 212T8 

Baltimore, 21213 

Baltimore, 21213 

Baltimore, 21213 

Baltimore, 21224 

Baltimore, 21224 

Baltimore, 21224 

Baltimore, 21205 

Baltimore, 21224 

Baltimore, 21224 

Baitimore, 21224 

Baltimore, 21224 
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Ralph Quarles was installed as President of 
the Baltimore Metropolitan Pharmaceutical 
Association at the Annual Meeting held on 
November 2, 1978 at the Pikesville Quality 

Inn. 

Pictures courtesy of Paramount Photo Service 

JANUARY, 1979 

Sue i : 5, 

Officers and members of the Executive Committee who were installed at the meeting included: 
(left to right) Elwin Alpern, Allen Posner (Honorary President), Marvin Friedman (President- 
Elect), Joseph Loetell (Vice President), Milton Sappe (Chairman of the Executive Committee) 
and James Culp, Jr. 

BMPA Installs Officers 
at Annual Meeting 

The members heard Dr. Bruce Siecker, Di- 

rector of APhA’s Institute on Pharmacy Man- 
agement discuss the Uniform Cost Account- 
ing System (UCAS). (See the October, 1978 

issue of the Journal. ) 

President Quarles receives the gavel from the installation officer and 

Treasurer Charles Spigelmire, while Milton Sappe observes. 
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"BB home magoynes, fapartaek books 

ley dud tome book Ua doe rth 
a S ni gentry = a 3B 

That’s the prescription you can fill again and again for your customers if you have a fully 

stocked magazine department. 

Reading is a tonic for everyone. SELLING the reading material is our specialty. And it 

should be yours because turnover is the name of your game and nothing you sell turns over 

faster or more profitably than periodicals. 

If you’re not now offering periodicals to your customers, you should be. Just ask us how 

profitable it can be. 

And if you do have a magazine department, chances are your operation has outgrown it 

and it should be expanded. 

Think big. The great majority of our customers did more business with us in 1977 than in 1976. 

Get on the bandwagon. Call Phil Appel today at: 

The Maryland News Distributing Co. 
(301) 233-4545 
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Oral Suspension | 

250 mg. /5 ml. 1 
100 and 200-ml, 
sizes 

125 mg./5 ml. 
60, 100, and 

200-ml, sizes 

100 mg./ml. 
10-ml. size 

Si Additional information available to the profession on request, 
Lkhy Eli Lilly and Company 

Indianapolis, Indiana 46206 

JANUARY, 1979 
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Since the scandals of Medicaid 

Mills splashed across the country’s 

newspapers and television screens in 

1976, there has been an increased ef- 

fort to curb fraud and abuse in both 

the Medicaid and Medicare programs. 

The best estimates of federal and 

state funds lost annually to fraud and 

abuse in the two programs is $15 

million for Medicare and $653 million 

for Medicaid. But so-called adminis- 

trative waste and errors bring the total 

loss to $4.5 billion annually. 
Officials have been understandably 

reluctant to make firm predictions 

about how much this loss will be cut 

once the anti-fraud, abuse and error 

campaigns are fully mobilized. One 

reasonable estimate for fraud and 
abuse is that for every dollar spent in 
reviews, investigations, and prosecu- 

tions, between 4 and 5 dollars will be 

recovered. 
Between April 1975 and March 

1978, the State of New York spent 
$12.4 million to ferret out fraud in- 
volving $113 million. Of this, the 

state expects to recover at least $65 
million. What cannot be measured, 

however, is the deterrent value of 

these well publicized convictions. 
Nationally, during Fiscal Year 

1977 the states reported that they re- 

ferred 391 cases of suspected fraud to 
law enforcement officials for prose- 
cution. Of these, 91 convictions were 

obtained, and an additional 149 pro- 

viders were barred from participating 

in the Medicaid program. The total 
amount of payments for fraudulent 
claims in those cases was nearly $70 

million. 
HEW has been reviewing the 

claims of 26,000 physicians and 
pharmacists whose patterns of utiliza- 
tion and reimbursement appear to be 
GAC al a aan ES a a 

Ann Slayton is a Staff writer in 

HCFA's Office of Public Affairs. 

Fraud Control Units Gear Up 
To Detect Illegal Billings 
and Prosecute Offenders. 

by Ann Slayton 

improper when compared to estab- 

lished norms. To date some 600 of 

those have been referred for full-scale 

investigation. Thus far, 16 indict- 

ments have been returned, and there 

have been six convictions and one 

acquittal. 
Don Nicholson, director of HCFA’s 

Office of Program Integrity, is quick 

to point out that prosecutions are not 

sought on these data alone. *“These 
data are useful only insofar as they 

provide an indication of potential 

fraud or overutilization,’’ says 

Nicholson. A decision to prosecute 

for fraud cannot be made until a thor- 

ough investigation has been com- 

pleted; this would include an exam- 

ination of medical records to deter- 
mine the type of services actually 

rendered. 

While incidents of fraud and efforts 

to combat it have captured most of the 

headlines, work also has been under- 

way to reduce administrative waste 

and error. Goals were set for states to 

reduce eligibility errors. States that 

achieved these goals would continue 

to receive their full share of federal 

funds; States that did not would lose a 

measure of funds. 
Before the Medicare-Medicaid 

Anti-Fraud Amendments were passed 

in October of 1977, each state 

Medicaid agency was responsible for 

detecting, investigating, and de- 

veloping suspected cases of fraud. 

There were great variations in the 

states’ capabilities to control fraud. 

Some had no programs of control at 
all, and a few, like New York, Texas, 

California and New Jersey, had pro- 

grams which had been in operation 

for several years. 

To attack the problem across a 
broad front, Congress established the 

office of Inspector General in HEW to 

coordinate the total program, and 

THE MARYLAND PHARMACIST 



HCFA established the Office of Pro- 
gram Integrity. The combined effort 
took three major approaches: 

@ Increasing the number of field 
investigators 

e Assisting the states to more ef- 
fectively develop cases of Medicaid 

fraud, particularly provider fraud 
@ Developing management and re- 

porting systems which would help 

them identify errors and overpay- 
ments 

Before May 1975, Medicaid had 32 
program personnel involved in fraud 
and abuse and HEW had 10 profes- 
sional investigators. Today, HCFA 
has 280 program integrity specialists 
around the country and the Office of 
Inspector General has about 65 pro- 

fessional investigators, with another 
70 authorized. States whose fraud 
control units are certified have added 
a total of 690 investigators, lawyers 
and auditors. In the effort to coun- 
teract fraud, the Government pays 90 
percent of the costs of these state 
operations. 

Training 

HEW has conducted training pro- 
grams for its own staff since 1969. 
Now the responsibility is shared by 

the Institute of Medicaid Manage- 

ment, the Inspector General’s Office 
of Investigation, and HCFA’s Office 
of Program Integrity. Training is 

given in investigative techniques, 
legal grounds for prosecution, and 
developing a case for prosecution. 

First, a general introduction to the 
Medicaid and Medicare programs is 
given so that investigators will know 

how to question providers effectively 
and how to locate and quickly check 
records for irregularities. 

Second, trainees are given an intro- 
duction to criminal law, including an 
explanation of statutes pertaining to 
mail fraud, false statements and 

claims, embezzlement and theft, per- 
jury, conflict of interest, bribery, and 
graft by Government employees. 

The third stage of the program con- 
cerns gathering evidence. Inves- 
tigators and auditors learn what con- 

Stitutes evidence, what evidence is 

admissible in court and the correct 

JANUARY, 1979 

procedures used to obtain evidence. 

State fraud control units 

To some extent, the present effort 

to curb Medicaid fraud is not a con- 
tinuation of the old game, but a dif- 
ferent game altogether. During the 
period when the states each ran their 

own fraud control activities—or 

didn’t—the game was much like a 
casual summer afternoon drive. Now, 
not only has the pace of the drive 
picked up, but the drivers are more 
skilled and are driving high- 
performance cars. 

A state fraud control unit is com- 
posed of investigators, attorneys, au- 

ditors and other specialists whose 
combined skills create a vigorous 
team. The units are viewed by the 

Congress as vitally needed to restore 
public confidence in the Medicaid 

program and to deter providers from 
committing fraud. 

HEW pays 90 percent of the cost of 
these units for up to three years. After 
this period, the states are expected to 
support their own operations. 

To date 16 states have received 

certification for their units, and an 
equal number have expressed a strong 

interest in establishing units. The 
three general requirements for states 
to receive funding of their anti-fraud 
units are: 

@ The unit must be ‘‘separate and 
distinct’? from the state Medicaid 
agency. 

@ The unit must be located either 
within the office of the state attorney 
general, or with an agency that has 
statewide prosecution authority or 
within an agency with a formal 
working relation with the state attor- 
ney general, approved by HEW. 

@ All procedures must be de- 
veloped and memoranda of under- 
standing written, and the applicant 
must show that there is sufficient staff 
to properly investigate, prepare, and 
prosecute suspected fraud cases. 

The capability for prosecution and 

a thorough grounding in Medicaid are 
considered the cornerstones for a suc- 
cessful fraud control program. 

One barrier to certification is that 
in several states, the attorney general 

does not have statewide prosecution 

authority. To gain certification, some 
States are seeking legislation to give 

them the necessary authority. Other 

States may be able to show that they 

already have effective procedures for 
referring cases of suspected fraud to 
all appropriate prosecuting au- 
thorities. 

The fraud control unit must have a 
combination of investigators, attor- 

neys, and auditors on a full-time 
basis. It must also employ or have 
access to other professionals knowl- 
edgeable in medicine, pharmacy, and 
the Medicaid requirements under Title 
XIX. 

The fraud unit and the Medicaid 
agency must have a written agreement 
which covers the procedures for re- 
ferring cases of suspected fraud to the 
unit, a guarantee of access to 

Medicaid files, and assurance of con- 
fidentiality. 

In addition to handling all aspects 
of abuse, the Medicaid agency con- 

tinues to review suspected provider 
fraud. Those cases which are ques- 
tionable are referred to the fraud unit 
for investigation. 

In a case where it is clear that pro- 

viders have received funds to which 
they are not entitled, the fraud unit 
will ask for restitution, or refer it 
back to the state agency for recovery. 

In either event, the fraud unit follows 
the case closely to see that some ac- 
tion is taken quickly. 

Obviously, good working relations 
and good communication between the 

Medicaid agency and the fraud con- 
trol unit are essential. New Jersey has 
had its fraud control unit housed 

within the attorney general's office 
for more than three years. Referral 

and administrative guidelines were 
worked out between the state 
Medicaid agency and the attorney 
general’s fraud unit in 1977. 

Before the two offices established 
guidelines for the timely processing 

of cases, the cases ‘‘would sit in the 
Medicaid agency for years,’’ says 

Robert Sturges, chief of the attorney 
general’s fraud unit. Now the average 
turn-around time is 30 days. 

During this 30-day period a case is 
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referred to the fraud unit for review 

and is either prepared for investiga- 

tion and prosecution or sent back to 

the Medicaid agency for administra- 

tive disposition. 

Administrative sanctions include 

suspension of the suspected provider 

while the fraud unit is preparing a 

case for prosecution. Respresentatives 

of the two offices meet twice a month 

to inform each other of progress in 

each case. 

Evaluating success 

The anti-fraud approaches of states 

vary considerably. Oklahoma, for 

example, has long emphasized pre- 

vention through good relations with 

the provider community and through 

tight program management. The state 

conducts a training program for pro- 

viders, closely screens and verifies all 

claims, and widely publicizes its con- 

victions of fraud. Montana also has a 

rigorous claims screening process and 

reports a low number of prosecutions. 

In these two cases, dollar recoveries 
have little meaning in assessing the 

programs’ successes. 
How, then, is a state’s fraud con- 

trol activity assessed? Says Don 

Nicholson, director of the Office of 
Program Integrity, “‘Our evaluation 

of a state’s efforts is determined by a 
variety of factors: the state’s com- 

mitment of resources to fraud and 
abuse control; its workload, includ- 
ing investigations, convictions, sanc- 
tions, and prosecutions; its demonstr- 

able efforts to improve operations, 
and the basic characteristics of its 

program.’ 

How is the success of states’ efforts 
measured in national terms? The pic- 
ture is incomplete because, until now, 

states have not been required to sys- 
tematically report data on prosecu- 

tions, overpayments, or recoveries. 
The Office of Program Integrity has 

established uniform reporting re- 
quirements, which will produce a 
continuous flow of information from 
the states. These reports will help 
HCFA construct a national picture of 
both the problems and the progress in 

controlling fraud and abuse. 
The status of each case being pre- 
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pared for prosecution is monitored by 

HCFA, including where the case was 

referred for prosecution and its final 

disposition. 

Each year state fraud units must 

report the number of: 
e Investigations initiated, com- 

pleted and closed 

@ Cases prosecuted or referred for 

prosecution and the outcomes 

@ Complaints received on abuse 

and neglect of patients in health care 

facilities, and the number investigated 

or referred 

e Recovery actions initiated by the 

unit and the Medicaid agency, and the 

total dollar amounts recovered 

Management and data systems 

In 1977 it was estimated that eligi- 

bility and payment errors by state 

Medicaid agencies were responsible 
for some $600 million misspent fed- 
eral dollars, and that perhaps 20 per- 

cent of Medicaid recipients were in- 

eligible for assistance. 
In an effort to disseminate to all 

states the most successful error- 

reduction techniques developed in any 

one state, the Institute for Medicaid 
Management was established. The in- 

stitute’s claims processing and infor- 
mation retrieval system is designed to 
eliminate errors and to spot patterns 

of billings that may be improper. 
To date 17 states have installed this 

system and are receiving 75 percent 

federal funding for operating them. 
HCFA also pays the states 90 percent 
of the cost to develop the system. 
Recently, the system developed by 

the State of Indiana was adopted by 
Alabama, thus saving more than $3 
million in the cost of designing and 
implementing a new system. The 

system was slightly modified and be- 
came operational in 9 months for a 
total cost of $500,000. This is a typi- 
cal example of the savings that can be 

achieved by sharing. 

Another new computer program 
intended for eventual installation in 
the states is the Medicaid Exception 
Reporting System. It checks for ex- 

cesses in: 
e Encounters between single pa- 

tients and providers 

e Encounters between patients and 

multiple providers 
@ Number of services provided 
e Number of certain types of diag- 

noses 
The first application of the Excep- 

tion Reporting System in New Jersey 
identified 50 providers for investiga- 
tion. Of the 50 only 17 had been 

selected by state Medicaid personnel 

for review. 
A quality control program ‘was 

launched in the states to ensure that 
only persons eligible for benefits re- 
ceive them. An analysis showed that 
about 20 percent of the persons on the 

Medicaid roles were not eligible. 
HCFA is proposing a regulation to 

help states set goals for reducing er- 
rors. The regulation, which is ex- 
pected to become effective by the end 
of this year, requires states to set 

goals for reducing error levels at the 

median of their current error rate or, 
if set above the median, reduce the 
error rate by at least 18 percent by 

October dy 1979. 
The reduction of unnecessary pay- 

ments due to ineligibility, claims 

processing errors and the uncollected 
liabilities of other parties, such as 
insurance companies, is expected to 

save $272 million by October 1, 
1979. By October 1, 1980, the pro- 
jected saving is $266 million, and by 

1981 $259 million. 
Secretary Califano has said, *‘This 

department has no more challenging 
or important task than instilling con- 
fidence in the American taxpayer that 

the vast sums expended by HEW each 
year are managed with fiscal integrity 

and responsibility. ”’ 
The state fraud control units are 

vital to the issues of curbing fraud by 

providers and reinstating fiscal integ- 
rity to the Medicaid program. By the 
beginning of 1979, it is anticipated 
that a majority of the states will have 
units in full operation. The data uni- 
formly reported to HCFA by the units 
together with data from the new man- 

agement systems now being installed 
in state Medicaid agencies will bring 
into focus, for the first time, a clear 
and complete picture of the progress 
toward curbing fraud and abuse. i} 
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IT'S HARD TO GET OUT FROM Ri! | ena Sarre Eante _ 
BEHIND THE COUNTER. : W TRENDS WE'VE BE BEEN . 

READING ABOUT IN.. COMPUTER SYSTEM, 

ONE NEVER STOPS RINGING, B | -\Ci ,GONTEMPORARY || | 7\ (OUR ROLEINLONG 2 
R SCRIPTIONS ARE UP. Vv PHARMAGY PRAGTIOE. ) __ TERM CARE? | 

LIKE THE 
UNIFORM_CO 

MORE PATIENT COUNSELING,ORUG|| || AN N THE fel INTERACTIONS, OTC DRUGS... || | GET ABA eM : 
oe DRUG PRODUCT SELECTION, }| [4 _ Hf SUPPORTIVE facut 

pee a eR 9 Foca 25) HL TRAINING MANUALS / 

If you've been feeling that your professional time could be The Trainee’s Manual is the workbook used by the trainee 
better spent, it may be time to consider supportive personnel in during the training process. It gives step-by-step instructions 
your practice. And to select and train those new personnel logi- and includes written text material as well as tests and back- 
cally and efficiently, you'll want APhA’s new Supportive ground information. 
Personnel Training Manuals. 
The Pharmacist's Manual provides the pharmacist-trainer Pharmacist’s Manual: 38 pages, 22 X 28 cm, soft cover, 1978, 

with a logical approach to the training and utilization of suppor- $10.00 ($7.00 APhA Member Rate) 
tive personnel. It takes the pharmacist through the processes of 
practice analysis to determine if and where supportive personnel Trainee's Manual: 55 pages, 22 X 28 cm, soft cover, 1978, 
are needed, the job description, recruitment, orientation, train- $10.00 ($7.00 APhA Member Rate) 
ing, and supervision. Set of Both Manuals: $17.00 ($12.00 APhA Member Rate) 

SE ee eae i ee 
Return to: Please send me the following publications (indicate quantity): 

eee Dcse Supportive Personnel Training Manuals 
American Pharmaceutical Association 
2215 Constitution Ave., N.W. —_— Pharmacist’s Manual _  Trainee’sManual _ Set 

Washington, DC 20037 
Also send me these other valuable APhA books alluded to above: 

Orders totaling less than $50 must be prepaid. All foreign orders —_— Computers for Pharmacy, 72 pages, soft cover, 1978, $12 
must be prepaid. ($8 APhA Member Rate) 

____ Monitoring Drug Therapy in the Long-Term Care Facility, 
C] Total enclosed $ 200 pages including two case study books, 3-ring binder, 

1978, $30 ($21 APhA Member Rate) 
fe aiirictars ___ A Multi-Site Implementation and Evaluation of the 

Uniform Cost Accounting System for Pharmacy, 328 pages, 
soft cover, 1976, $15 ($10.50 APhA Member Rate) 

N 
AME Please send me an APhA Publications Guide. 

ADDRESS . , ae 
The American Pharmaceutical Association— 

Onn 4 STATE ZIP the national professional society of pharmacists 
MARYLAND 780715 
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Prince Georges/Montgomery County 
Pharmaceutical Association 

Officers & Executive Committee 1978-79 

Honorary President: Louis Nobel H: 593-4196 Linda Newman H: 952-1028 

313 Burnt Mills Ave. 12203 Old Colony Drive W: 868-0303 

Silver Spring, Md. 20901 Upper Marlboro, Md. 20870 

President: Stanton P. Brown H: 949-4865 Edward Nussbaum H: 460-9582 

2626 Cory Terrace W: 588-3900 13 Lake Court WwW: 424-8780 

Silver Spring, Md. 20902 Rockville, Md. 20853 
Ist Vice President: Jack Goldberg lal 593-3091 Fevcutive Committee me lonac Rose H: 649-1298 

(chairman, program 10919 Breezewood Rd. W: 770-0694 11604 Monticello Ave. Ww: 245-0122 

committee) Silver Spring, Md. 20901 Silver Spring, Md. 20902 ; kr tomes 

2nd Vice President: Eric Kramer H: 946-7149 are + 
11416 Monterrey Drive W: 949-0050 Edward Sandel H: 279-9171 
Wheaton, Md. 20902 3 Sunnymead Court W: 654-6776 

Secretary: Paul Reznek He 622-3418 Rockville, Md. 20854 

11700 Old Columbia Pike Cathie Schumaker H: 774-3176 

Silver Spring, Md. 20904 16629 Cashell Rd. We 496-665 | 

Treasurer: Robert Koenig His 655-7221 Rockville, Md. 20853 

6012 Cairn Terrace W: 338-4400 Henry Theis, Jr. H: 779-5347 
Bethesda, Md. 20034 6703 Forest Hill Drive W: 436-6371 

Executive Committee: | Leonard J. DeMino ln 949-8573 University Park, Md. 20782 
11006 Dayton St. W: 750-6710 Simon Zvares He 585-091] 

SINCESD SHS WEA 8484 16th St., Apt. 200 W: — 577-1210 
Gerard Eugene H: §72-5503 Silver Spring, Md. 20910 

13003 Elkridge St. W: 384-6200 Program Committee: — Jack Goldberg, Chairman 
Beltsville, Md. 20705 PndaNew man 

Frederick Firnbacher H: 588-1091 Edward Sandel 

2315 Peggy Lane W: 439-4400 Cathie Schumaker 

Silver Spring, Md. 20910 

MEETING SCHEDULE 1978-79 

Executive Committee: General Meetings: 

January 9th January 23rd 

February 27th March 27th 

April 24th May 22nd 

June Sth September 25th Scholarship Dinner 

August 14th (tentative) 
October 23rd November 27th 

Classified Ads 

Classified ads are a complimentary 
service for members. 

(send replies addressed: ad no. ___, M.Ph.A., 

650 West Lombard St., Baltimore, Md. 21201) 

Available From MPhA Office 

Available free to members, notification form to be given to 

patient under drug product selection law. Call Sharon (301) 
727-0746. 

— WANTED — 

Pharmacist manager or Owner for 60,000 sq. ft. pharmacy in the 

Franklin Square Medical Arts Building across from Franklin 
Square Hospital. Call for details William Konkling at the W. C. 
Pinkard Co. — 752-4285. 
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©Menley & James Laboratories 1979 
Professional Products Division 
a SmithKline company Phila, Pa. 19101 

This logo for the newly formed Professional Products Di- 
vision of Menley & James Laboratories will soon appear 
on Il over-the-counter products formerly marketed by 

Smith Kline & French Laboratories. Both SK&F and 
MenJ are SmithKline companies. 
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BEERS 

Producer 

20/20 

ABC-TV 

1330 Avenue of the Americas 

New York, N.Y. 10019 

Dear Sir: 

The Maryland Pharmaceutical Association is the state professional 
society of pharmacists. lam responding to a segment of the program 
20/20 which was aired on November 30, 1978. 

It appears to us that, once again, the profession of pharmacy has 

been caught in the middle of a media over-dramatization on varying 

prescription drug prices. I have received complaints from members 

of the Association and they have received complaints from their pa- 
tients on this program. 

In your zeal to make your point you have victimized the many 

pharmacists who do use generic prescription drugs and pass the sav- 

ings on to the patient. We object to the generalized indictment of 
Pharmacy when it was this profession that led the fight for drug 

product selection in every state. Pharmacists are not pleased with 

the differential pricing policies of pharmaceutical manufacturers 
and we have worked with consumer groups to bring this situation to 
light. 

Perhaps it is the nature of the medium of television that by showing 

one example, you have automatically adversely commented on 
every circumstance. 

Are you absolutely certain that the pharmacist in New York did not 
make a mistake in pricing the Erythromycin? Did you check? What 

was his method of pricing prescriptions (this can have a bearing on 

the retail price comparisons between pharmacies)? 

Today, we are dealing with a better informed and better educated 
public. The Pharmacy profession is encouraging patients to become 
knowledgeable concerning the prescription and non-prescription 

medication they consume — including price. We believe that the 

free enterprise system and price competition will prevail in holding 

down prescription drug prices. The competition in retail pharmacy 
today is extreme and increasing. You also must understand that 
there are a variety of factors that enter into price determination at 
the retail level — such as the amount of professional services avail- 
able. 

I challenge you to consider a future segment of your program de- 

voted to the other side of the coin, the plight of the independent 
community pharmacy. While not yet an endangered species, retail 

pharmacy is undergoing some changes and in many cases ‘‘Doc’”’ is 

going out of business. They are going out of business because of the 
price competition on prescription drugs which you implied, through 
afew examples, does not exist. The federal government is playing a 

part in this trend because of its various cost containment programs. 

I challenge you to take a closer look, right here in Baltimore, at the 

pressures affecting the average retail pharmacist. It can still be a re- 
warding and fulfilling profession, but more and more young 
pharmacists are unwilling to go into the community retail practice of 

pharmacy because it can be demanding, pressure-filled and yes, 
even dangerous. 

If you are interested in pursuing this subject, | would be happy to as- 

sist you. Pharmacists are absolutely unique as health care profes- 
sionals. All we are asking for is an objective look at the total picture, 

instead of the one-shot impression which you gave in your quest to 
make a point about prescription drug prices. 

Sincerely, 

LN hh Ses 
David A. Banta 

Executive Director 
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The Maryland Pharmacist 

650 W. Lombard Street 

Baltimore, Md. 21201 

To the Editor: 

I enjoy reading THE MARYLAND PHARMACIST. The October 1978 

issue is again a potpourri of pharmaceutical selections. The article: 
“Skin Disease and its Treatment,”’ a background paper from Up- 
john is succinct. 

I do have a bone to pick. In section II the following statement oc- 
curs: *‘For persons with skin diseases, baths often involve luke- 

warm water only, with a minimal exposure to soap or hot water. 

Over-the-counter or home remedies play little part intherapy.”’ 

The very next paragraph proceeds to recommend: ‘**. . . Com- 

presses of clean cotton cloths soaked in 5 percent aluminum acetate 

(Burow’s Solution)”. . . 

This product is a readily available OTC as: Buro-o-Sol®, Bluboro®, 

or Domeboro®. These products may be diluted to varying concen- 

trations which may closely approximate Burow’s Solution, U.S.P. 

In fact, these products may be the only readily available Burow’s 
Solution. 

Further, most of the Tar (Coal Tar) shampoos are OTC (Zetar®, 

Tersa-tar, DHS Tar Shampoo). The Selenium Sulfide 1% or Zinc 

Pyrithione products, touted in the article, are OTC. 

The caveat that OTC remedies play little part in therapy seems 

somewhat empty. Indeed recent (last 10+ years) pharmacy school 

graduates should be well versed in the uses, expected hazards and 
limitations of OTC products. We should promote the services of 

pharmacists as a source of information and medication, not just in 

the area of Federal Legend Drugs but also in areas of patient self- 
medication. ; 

Sincerely, 

M. E. Hoar 

Assistant Professor of Pharmacy 

Massachusetts College 
of Pharmacy 

Dear Dave: 

We are pleased to announce MELLARIL-S™ (thioridazine) sus- 

pension, in 2 strengths. These are completely new formulations, 
using thioridazine base ina pleasantly buttermint-flavored colloidal 

suspension. 

MELLARIL-S™ suspension will be available January 2, 1979. 

We will appreciate your publicizing this new product form in keep- 

ing with its planned release date. 

Sincerely, hae 

C. Earl DeRamus, R.Ph. 

Manager, Customer Affairs 
Sandoz Pharmaceuticals 



For A 

Limited Time 

The MPhA’s Blue Cross and Blue Shield Major 

Medical Health Insurance Plan is currently in a 

limited enrollment time period. Coverage is of- 

fered for members, their family and their non- 

pharmacist employees. 

Take advantage of this 

Association membership benefit. 

Compare rates and coverage with your current 

health insurance plan. You'll discover why so 

many pharmacists have already enrolled. 

The protection you need from one reliable source. 
Ask your Association for details. 

Blue Cross 
Blue Shield 
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President's Message 

Strength and Activity 

The Maryland Pharmaceutical Association is a strong and active organization 
working on your behalf. Every person in this country is a member of a “special inter- 
est’’ group. Even though the news media would have us believe otherwise. special 
interest groups perform a valuable function. Our special interest group competes with 
others for the very survival of the practice of pharmacy. I know that sounds a little 
over-dramatic, but it is, nevertheless, true. The Association is as strong as it is because 
of the people who are reading this article — the dues paying members. Without you, 
there would be no progress, no leadership and no accomplishments. However, there 
is always room for improvement. For example, Med-Chi, the physician’s state Asso- 
ciation, has an annual budget over ten times greater than the MPhA’s. Next time you 
put off paying your dues notice, or pick up the telephone to complain, remember that 
the Association is only as strong as the strength of the commitment from its members. 

The Association is active on your behalf — active again in the state legislature. 
Recently an announcement was made asking members to contact the office if they 
have connection with state legislators. The January issue carried the names and ad- 
dresses of our representatives in the General Assembly. I want to underscore that re- 
quest. It is essential that you let the office know if you have contact, either through fam- 
ily, friends or pharmacy patrons, with any of our state legislators. This information can 
help us all in an emergency. 

FEBRUARY. 1979 
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Wa 
Pare of the Hypersensitivity Reaction 

When an allergic or hypersensitive individual inhales or 

ingests certain antigenic materials, a specific IgE is pro- 

duced by his plasma cells. Forexample, when a pollen grain 

is inhaled, antigenic proteins are released by hydrolytic 

lysozymes in the nasal secretions. These antigenic proteins 

diffuse across the mucosal membranes into the blood 

stream where they stimulate antibody producing cells resid- 

ing in local lymph nodes. After IgE is produced it circulates 

in the blood stream and finally attaches via the Fc portion to 

the surface of mast cells and basophils. This renders these 

cells and the tissue containing them potentially reactive to 

the sensitizing antigen. 

If the antigen is reintroduced into the system by inhala- 

tion or parenterally, it can combine with IgE molecules 

bound to the mast cell surface resulting in the release of 

granule localized histamine and other mediators into the 

extracellular fluids, and thus, pharmacologic mediation of 

the hypersensitivity reaction begins (Table III). The sev- 

erity of the symptoms due to histamine release is dependent 

on the distribution of mast cells in the tissues and concen- 

tration of bound IgE and antigen. In man, large numbers of 

mast cells are found in the upper respiratory tract, thus 

many symptoms are related to fluid accumulation in the 

sinuses and lungs, irritation of nasal mucosa, sneezing, and 

breathing difficulty. Sometimes when specific antigens are 

reintroduced parenterally into a hypersensitive individual, 

complete respiratory shutdown may occur due to constric- 

tion of the bronchi. An example of this is anaphylaxis 

caused from a bee sting or IV penicillin administration. In 

general, anaphylaxis is considered a severe Type I immedi- 

ate hypersensitivity reaction. 

In Summary, immunologically mediated release of 

histamine, serotonin and SRSa causes an accumulative 

smooth muscle contraction manifested by broncho- 

constriction, separation of respiratory epithelial cells, 

edema, increased mucous secretion as seen in rhinitis and 

possible vasomotor collapse as seen in anaphylaxis. 

Antigens Responsible for Immediate Hypersensitivities 

The antigens (allergens) responsible for allergic rhinitis 

and extrinsic asthma are almost exclusively airborne. The 

most important aeroallergen in the Central Atlantic States is 

ragweed pollen. 

FEBRUARY, 1979 

TABLE I 

Characteristics of Immediate Hypersensitivities 

NAME ANAPHYLACTIC CYTOTOXIC COMPLEX MEDIATED 

Reaction Type Type I Type II Type III 

Types of antigen 
illicitinge effect 

endogenous; basement 

membrane antigen 
exogenous; red 
blood cells 

exogenous; pollens 

drugs» bee venom 

Antibody class IgE 1eG 126 

involved 

Response to intra- 
derma! injection of 

antigen 

edema Appearance wheal and flare 

Time 30 minutes 3-8 hours 

PMN leukocyte 

infiltrates 
degranulation of 

mast cells 
Histology 

blood trans- 
fusion incom- 
patibility 

anaphylaxis» 

hay fever 
Example Farmer's lune 

A single ragweed plant can produce 2 billion pollen 

granules and collectively, during the pollen season, as much 

as 250,000 tons of pollen become airborne in the United 

States. Plant allergens known to be present in Maryland are 

shown in Table IV. Other allergens responsible for allergic 

rhinitis are fungal spores, animal danders, and house dust. 

Allergy to house dust probably represents a sensitivity to a 

large group of antigens such as fragments of fabrics, furni- 

ture stuffing and pet hair. The excretory products of insects 

and household mites have also been implicated as potent al- 

lergens. Usually a history of sneezing, rhinorrhea or mild 

asthma whenever one’s house is cleaned or beds are made 

is an indication of a hypersensitivity to household dust. 

Antigens responsible for anaphylaxis are those which 

may be introduced parenterally into a sensitive individual. 

Common antigens responsible for human anaphylaxis are 

bee and wasp venom and IV penicillin. By far penicillin is 

the major drug product to cause anaphylaxis. Other drugs 

can cause an adverse reaction but the majority of drug re- 

lated allergies are not true IgE mediated hypersensitivities. 

Management of Immediate Hypersensitivities 

The allergic reaction and atopic symptomatology are 

due primarily to the release of chemical mediators following 

the reaction of a specific antigen, such as ragweed pollen, 

with a specific antibody. Three distinct methods can be 

used to ameliorate the hypersensitivity reactions: the first, 

TABLE II 

Common Type I Hypersensitivities 

MEDICAL NAME COMMON NAME 

Hayfever Allergic rhinitis 

Extrinsic asthma Asthma 

Atopic dermatitis Eczema 

Drug allergy» bee venom 

allergy 
Anaphylaxis 



avoidance therapy. consists of avoiding exposure to the 

antigen so that no reaction takes place; the second, hypo- 

sensitization, actually stops the allergen-IgE binding from 

occurring; and thirdly, therapeutic intervention, blocks the 

physiological effects of the chemical mediators of hyper- 

sensitivity reactions. 

Because avoidance of an offending allergen essentially 

results in a cure of a specific allergy, every attempt to 

minimize allergen contact should be made. This can be 

done by spending the peak pollinating months predomi- 

nantly indoors with air filtered by a specialized air con- 

ditioner. Also atopic individuals could travel each year tc 

an area where the offending allergen is not present. Other 

methods of avoidance therapy include removing sensitizing 

fabrics, dust or pets from the home environment. 

Hyposensitization has been widely used in the treat- 

ment of seasonal allergic rhinitis since 1911. Recent studies 

have indicated this type of immunotherapy will produce 

beneficial results in 70-80% of the atopic patients with 

rhinitis. Such patients are not totally cured but they have 

fewer symptoms which are easily controlled by pharma- 

cologic measures. Hyposensitization is done only after the 

offending antigen is identified by intradermal or patch skin 

testing. It is carried out by repeatedly injecting small, but 

increasing amounts of allergen subcutaneously into an 

atopic individual until a maximal tolerated dose is reached 

(maintenance dose). The initial doses are usually given once 

or twice a week until the maintenance dose is achieved. 

Thereafter the maintenance dose may be administered only 

once a month. 

The mechanism of hyposensitization is believed to in- 

volve the initiation of IgG (gamma globulin G) production 

by the atopic individual. This IgG, specific for the allergen, 

is able to circulate in the blood stream and neutralize (bind) 

any allergen before it has a chance to react with mast cell 

bound IgE and release histamine. This form of IgG is com- 
monly called ‘“‘blocking antibody’’. 

Drug therapy for acute allergy reactions is predomi- 

nantly symptomatic. Acute allergic rhinitis may be con- 

trolled by proper administration of antihistamines. These 

agents can produce drowsiness and gastrointestinal upset 

and are not recommended with cotherapy involving seda- 

tive or sedating medication. Since individuals exhibit thera- 

TABLE IV 

Common Pollens Causing Respiratory Allergies in the Central Atlantic States 

WEEDS POLLINATION TIME 

Ragweed August-September 

Plantain May-August 

TREES 

Cotton Wood March-April 

Elm March-April 

Birch April-May 

Hickory April-May 
Sycamore April-May 

Oak April-May 

GRASSES 

Bermuda May-October 

Fescue May-July 

Timothy June-July 
Rye May-July 

TABLE III 

Mediators of Immediate Hypersensitivity Reactions 

MEDIATOR PHYSICAL ACTIVITY 

Constriction of bronchi» increase 
capillary permeability» dilatation 
of capilliaries 

Histamine 

Prolonged bronchiole constrictions 

increased vascular permeability 

SRSa (slow reacting substance) 

Increased vascular permeability ana 

smooth muscle contraction 

Bradykinin 

Dilatation of capillaries and 
bronchial constriction 

Serotonin 

peutic variability to antinistamines, individualized dosage is 

very Important. 

Sympathomimetic drugs are also widely used in allergic 

rhinitis therapy. Topical agents which stimulate alpha ad- 

renergic receptors (Phenylephrine) tend to reduce the 

edema of nasal mucous membranes by constricting local 

blood vessels. However, individuals with hypertension, 

angina pectoris and hyperthyroidism should be monitored 

carefully when taking these agents. Drugs which stimulate 

beta adrenergic receptors (Isopropterenol) cause broncho- 

dilation, thus reducing bronchial constriction and conges- 

tion. In addition to their use as decongestants, sympatho- 

mimetic drugs are often combined with antihistamines in 

oral preparations in an effort to decrease antihistamine dos- 

age and side effects. 

Nose drops or sprays containing sympathomimetic 

agents lend themselves to easy abuse by overdosage. The 

topical application of these agents is often followed by “‘re- 

bound’’ whereby the nasal membranes become even more 

edematous than prior to initial therapy. This situation often 

leads patients to use the drops or spray even more in order 

to obtain relief. The resultant condition is termed ‘‘rhinitis 

medicatamentosa’’. Usually abrupt discontinuance of the 

sympathomimetic agent is necessary to alleviate this condi- 

tion. 

The most serious complication of immediate hypersen- 

sitivity reactions is the systemic reaction or anaphylaxis. 

When the reaction is a result of an injected allergen (peni- 

cillin or bee sting), the emergency treatment of this reaction 

involves placing a tourniquet above the site of the injection. 

FIGURE 1: The IgE Molecule 

Heavy Chain 
Light Chain +} Fab portion 

antigen binding sites 

+ Fe portion 

mast cell surface adherence 
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Drug treatment consists of 0.1-0.3ml of 1:1000 epinephrine 

given in the opposite arm or limb and repeated 15-30 min- 

utes later if needed. It may also be helpful to inject 0.1-0.2 
ml of epinephrine into the injection site of the antigen to 

produce vasoconstriction, thus slowing its absorption. Fol- 

lowing epinephrine therapy, an oral antihistamine may be 

administered. 

Cortisone and its analogs have markedly beneficial ef- 

fects in the management of a variety of allergic reactions. A 

significant part of their anti-inflammatory activity consists 

of decreasing capillary permeability which decreases local 

edema formation. This anti-inflammatory action is also as- 

sociated with a depletion of leukocytes and stabilization of 

leukocyte lysosomes, thereby decreasing the concentration 

of tissue damaging enzymatic factors released from white 

cells. 

However, the indications for the use of steroid therapy 

in the management of allergic rhinitis are few because of the 

potentially serious side effects, although they are used in al- 

lergic eczema. Since seasonal rhinitis does not produce 

serious immediate disabilities, steroids are only used during 
periods of marked increase in unmanageable symptoms. 

They are particularly useful in the management of rhinitis 

medicatamentosa during withdrawal of topical sympatho- 

mimetics. 

In general, most symptoms of acute allergic reactions 

can be controlled therapeutically or immunologically. 

However, it is extremely important if an individual shows 

allergic symptoms to some aeroallergen that he seek medi- 

cal help in view of the etiology of extrinsic asthma. Early 

diagnosis and vigorous treatment of all allergic symptoms is 

primary for proper management of immediate hypersensi- 

tivities. The potential contribution of the pharmacist to the 

management of immediate hypersensitivity, particularly al- 

lergic rhinitis, is great. The proper advisement of atopic pa- 

tients on available antihistamine and sympathomimetic 

medications can have profound impact on the course of al- 

lergic rhinitis and can minimize its progression to extrinsic 

asthma. 
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For“on-the-go” customers 

TEM (7 \ PHARMACY: 

ol iene 
Sudafed” 

Itopens the nose 
without 

closing the eyes. 
Give your customers 
the advantages of Sudafed 
when they need nasal 
decongestion for colds 
or allergies—without the 
drowsiness disadvantage 
of antihistamines. 

One drug,one action: 
decongestion 

without drowsiness. 

SUDAFED 
(pseudoephedrine HCl) 
30 mg tablets/syrup 

aval 
Wellcome 

Burroughs Wellcome Co. 
Research Triangle Park 
North Carolina 27709 
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You stand behind the prescriptions 
you fill... Pfizer Pharmaceuticals 

stands behind you. 
When you dispense a product of Pfizer Laboratories, 
Roerig or Pfipharmecs you have the assurance of: 

BIOAVAILABI ane ¢ QUALITY 
an 

PFIZER PHARMACEUTICALS PRODUCT 
SE a LIABILITY PROTECTION POLICY  |28200.0;, 

In the event of a claim or lawsuit arising out of the dispensing of a 

Pfizer, Roerig or Pfipharmecs product, it is Pfizer's policy to defend and 
hold harmless the Pharmacist or the pharmacists employer, if the follow- 

ing conditions are met: 

If a prescription product, the prescription was properly filled by the = 

pharmacist; = 
The product was not improperly stored or packaged; — 

There is no other evidence of negligence or any improper or illegal act = 

by the pharmacist or employee; = 

The pharmacist and the pharmacist’ s employer, if any, provides Pfizer — 

with prompt notice of the claim or lawsuit and fully cooperates with Pfizer in —— 

the defense of the claim or lawsuit. = 
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Self Evaluation Quiz 
Mechanism and Management of Hypersensitivity 

by 

James E. Peters, Ph.D. 

(1) The common name for allergic rhinitis is: 

a. eczema 
b. asthma 
Cc. anaphylaxis 
d. hay fever 

(2) Hay fever is what type of hypersensitivity ? 

a. Typel 
b. Type ll 
c. Typelll 
d. delayed hypersensitivity 

(3) Which of the following classes of therapeutic agents are 
only used rarely to treat allergic rhinitis? 

a. alphaadrenergic agents 
b. betaadrenergic agents 
c. antihistamines 
d. corticosteroids 

(4) The allergen (antigen) responsible for the majority of 
cases of allergic rhinitis in the United States is: 

a. Fescue pollen 

b. plantain pollen 

c. Timothy pollen 

d. ragweed pollen 

(5) Immunoglobulin E (IgE) has an affinity for which type of 
cells? 

poly morphonuclear leukocytes 
monocytes 
neutrophils 
mast cells ooo ® 

ES 

Instructions for Self Evaluation Quiz 

Since many states now have mandatory continuing educa- 

tion requirements for pharmacists and it is anticipated that 
Maryland will soon pass a similar law, the MPhA is providing 

this special quiz for members so that they may receive the most 

benefit from continuing education articles appearing in the 
MARYLAND PHARMACIST. 

The MPhA staff will grade and record this and any future 
quizzes and keep them ina personal file for each pharmacist. A 
grade of 90% or above is required in order to receive a passing 

mark. If you fail the quiz, it will be returned to you and you may 

resubmit the quiz only once with corrections made in a different 
color ink than was used the first time. 

The MPhA will correspond with any state where a member 
is registered that requires continuing education participation to 
verify that member’s participation in this program. 

When submitting quizzes, please observe the following: 

1) Paste your current mailing label to-the quiz before sending it 

FEBRUARY, 1979 

Paste Label Here 

Mail to: MPhA, 650 W. Lombard St. 

Baltimore, Md. 21201 

(6) The most effective form of allergy therapy in regard to 
completely eliminating atopic symptomatology probably 

a. hyposensitization 
b. avoidance therapy 
c. drug therapy 
d. none ofthe above 

(7) The mechanism of hyposensitization to a specific antigen 
is believed to involve the production of: 

a. mastcells 
b. histamine 

c. IgE 
d. IgG 

(8) The initial drug of choice for the treatment of acute ana- 
phylaxis is: 

a. antihistamine 

b. corticosteroid 

Cc. epinephrine 

d. phenylephrine 

(9) Rhinitis medicatamentosa is a condition caused by the 
overusage of: 

a. oral antihistamines 
b. topical corticosteroids 

c. topical adrenergic agents 
d. oralsympathomimetic agents 

(10) Alpha adrenergic agents are not recommended for aller- 
gic patients having moderate to severe: 

a. hypertension 
b. hyperthyroidism 
c. allofthe above 
d. noneofthe above 

to the MPhA office. Use the boxed-in space provided on the 

quiz front. Please use the label from this copy of the MARY- 
LAND PHARMACIST only. This will serve as a membership 
verification. 

2) Use business-size envelopes when mailing to the office. 

3) Please submit this quiz and others as soon as possible after 
receipt. 

4) Please use appropriate amount of postage. 

5) Correct Quiz answers are available upon request from the 

MPhA office; call or send a self-addressed, stamped en- 

velope with the quiz. 

Remember — this is a free service for members of the MPhA 
only. 

The MPhA will keep records for each participant and will 
issue a certificate annually showing the number of quizzes 
which have been successfully completed. Watch for other con- 

tinuing education articles and quizzes in future issues of the 
MARYLAND PHARMACIST. 

— 
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BEFORE HE CAN LOG 
ONE HOUR WITH YOU... 

80 HOURS: 
TRAINING SEMINARS 
The Roche Career Develop- 
ment Training Center utilizes 
the latest in educational 
technology to provide special- 
ized instruction on each major 
product. Medical expertise 's 
brought into the classroom 
through live lectures, closed 
circuit videotapes, audiotapes 
and computer learning 

systems. 

Through this innovative 
multimedia approach, 
trainees learn the pharma- 

cology of Roche and competi- 
tive products. They learn to 

Pa ey diferente te aa 
medications are indicated 

Members of the Roche Sales Force must undergo an intensive from those for which they 

training program before representing the company. would not be appropriate. 

Trainees are expected to become completely knowledgeable 

about all Roche products and their major competitors. They learn 

the etiology of the diseases for which Roche medications are 

indicated, and the anatomy, physiology and pathology of the body 

systems involved. 
# Training begins with a home study 
A program using standard medical texts 

and audiotapes. At the same time, 
representatives participate in 

oreceptorships with physicians, 
oharmacists and 
wholesalers in order to 
gain insight into the daily 
activities of our customers. 
They receive practical 

" g on-the-spot training 
from experienced sales 
personnel and instruction 

yon Roche policies and 
— procedures from field 

managers. 



40 HOURS: 
COMMUNICATION 
TRAINING 
This innovative pro- 
gram draws on 
modern communi- 

cation techniques 
to increase Inter- 

personal skills. Trainees 

practice these newly acquired 
Skills in role-playing situations. 
They learn how to uncover the 
needs of each individual customer 
and to effectively relate how specific 
product features address these needs. 

250 HOURS IS JUST THE BEGINNING 
250 hours represent only a fraction of total training time because 
most phases described deal with only one or two Roche products. 

When one cycle is completed a new one begins, covering other 
products. This process is repeated until all major Roche products 

are included. Total training time may therefore exceed 700 hours. 
And learning doesn't stop when the training period ends. 

All Roche Representatives are involved in an annual recertification 
which reaffirms their knowledge in pertinent areas. Representa- 

tives must score at least 80% on the annual test: The Advanced 
Qualification Program. 

Roche Representatives stay well informed to meet the 
d ever-changing challenge of serving the medical and pharmacy 

community. 

10 HOURS: TESTS 
AND EVALUATIONS 
Every step of the way, trainees 
are checked to be sure they 
have properly assimilated the 
information presented to them. 

Evaluations are made on the WITH US 

basis of oral and written tests e 
and on the trainee's perform- 
ance In “role-play” selling AT ROCHE, THE PURSUIT OF EXCELLENCE IS A WAY OF LIFE. 
Situations. 

Trainees are expected to 
score at least 80% on standard ROCHE LABORATORIES 
written tests. Opportunity is Division of Hoffmann-La Roche Inc 

allowed for review and re-testing Nutley, New Jersey 07110 
until every representative can 
meet the standards. 



USP DRUG PRODUCT PROBLEMS REPORT” 

by the USP Convention, Inc. 

12601 Twinbrook Parkway, Rockville, MD 20852 Tel. (301) 881-0666 

Diagnostic Error 

An in-vitro diagnostic used to test for sugar in the urine 

had an incorrect package insert belonging to another form 

of the same product. The incorrect insert would have re- 

sulted in an inaccurate interpretation of test results. When 

an Indiana community pharmacist’s observations were 

brought to the attention of the manufacturer through the 

DPPR program, the lot involved was recalled. 

Spell It Out 

A unit dose package of Phenobarbital Tablets was 

labeled with only an abbreviated form of the drug name, 

‘‘pheno’’. A Rhode Island pharmacist pointed out that this 

common two syllable prefix could denote several drugs or 

chemicals. The manufacturer reviewed the situation after 

receiving the report and redesigned the unit dose labeling to 

show the entire name. 

What’s The Score 

A suburban Washington, D.C. pharmacist telephoned a 

report on tablets used for myasthenia gravis. He estimated 

that one out of every four times, the top of the tablet would 

cap when trying to break the tablet in half at the score mark. 

The manufacturer sent a copy of the report to its production 

department for comment and evaluation. The production 

department noted a new set of punches was being used in 

the tableting process, that the score was not as deep as with 

the old punches, and this might have caused the problem. 

They discontinued these punches and ordered a new set of 

deep score punches. 

One Coat Does Not Fit All 

Two lots of an antihypertensive were recalled when a 

New York pharmacist reported he had found a variation in 

the individual tablet identification numbers. The firm de- 

termined that two strengths of the tablet had been firm 

coated the same color and packaged together although the 

respective product numbers were correctly stamped into 

the tablets. Their normal control procedures had not caught 

the error. 

*This report covers some of the recalls, product improvements, and 

explanations to which the Drug Product Problem Reporting Program 
has contributed. The product and company names are omitted; and no 

reflection on any specific manufacturer, distributor, reporter, or 

product is intended or should be inferred from the case studies. It is 
hoped that these examples will indicate to the reader some of the 

problem areas where he or she may want to be alert; e.g.: package 

insert information, package designs, labeling, unusual or improper 

drug product appearance. 
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How Do I Count The Ways. . . 

Two reports concerning split tablets with an odor led to 

an investigation by the FDA of a steroid-vitamin product. 

As aresult of this investigation a seizure action was initiated 

by FDA charging several violations of the Federal Food, 

Drug, and Cosmetic Act. The charges were based on the 

failure to analyze for the steroid active ingredient, labeling 

violations, and that the product was a new drug without an 

approved New Drug Application 

Hypodermic Tablets Obsolete 

The manufacturer of a narcotic analgesic discontinued 

the use of hypodermic tablets, but three years later was no 

longer specifying on the label that the tablets were ‘*for oral 

use only’’. The new tablets contained inert fillers and dyes 

and were no longer to be used IM. A consultant pharmacist 

for a Texas hospital reported the hospital staff had been try- 

ing with difficulty to dissolve the tablets for IM use. The 

company notified the pharmacist and USP that the labels 

would be amended to state again ‘‘for oral use only.”’ 

Neither Too Hot Nor Too Cold 

The hard gelatinous precipitate in an aluminum mag- 

nesium suspension was reported by a Kansas pharmacist as 

being difficult to resuspend. An FDA inspection of the firm 

revealed that the storage of the product at temperatures too 

hot or too cold would cause the product to precipitate. The 

specific temperature range was not given on the label, only 

to ‘‘avoid freezing.’’ The firm said it will include a more 

complete storage statement in the next label printing. 

Antidote Anecdote 

A North Carolina hospital pharmacist pulled a bottle 

froma case of a topical antiseptic solution for the infant um- 

bilical area and found that it was labeled as syrup of ipecac. 

The label was apparently incorrect and the contents did ap- 

pear to be the antiseptic. There was immediate concern that 

bottles of antiseptic labeled as ipecac would be used when 

ipecac was hurriedly needed in an emergency poisoning 

situation. The firm was unable to determine the extent of 

the mixup and issued an urgent recall letter. 

Name Game 

Several reports from pharmacists around the country 

pointed out that the same brand name was being used for 

three different dosage forms of a product and that the dos- 

age forms contained different active ingredients. The ingre- 

dient in the liquid dosage forms was aminophylline; but the 
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solid dosage form contained theophylline. The reports indi- 

cated this caused confusion in converting from one form of 

the brand product to another, in generic prescribing and in 

product selection. A regulatory letter citing misbranding 

was issued by the FDA to the manufacturer. 

Syringe Graduates 

After an injectible antispasmodic became available in 

prefilled 2 ml syringes, several hospital pharmacists re- 

ported that the syringe lacked graduated markings for a par- 

tial dose. They furthermore noted that the label stated the 

amount of drug present in mg per ml without making clear 

there were 2 ml present in the unit. The manufacturer plans 

to use calibrated syringes in the near future. 

Box-Work Orange 

An Oregon pharmacist prophesied that in a tense situa- 

tion, hospital personnel would mistake the units of drug per 

ml declared on the label as the amount of drug present in the 

0.5 ml syringes. Although the prefilled 0.5 ml syringes of 

heparin correctly listed the units per 0.5 mlon the label also, 

it was done in orange print; the number of units per ml were 

listed in bold black print. To avoid this possibility the manu- 

facturer deleted the ‘‘units per ml’’ statement on the boxes 

of the various strengths of heparin syringes. 

Pictures from FDA Consumer | September 1978 

FEBRUARY, 1979 

The needle in this injectable drug dos- 

age unit is off center and thus won't 
deliver the drug dose. 

One of these capsules is larger than 
the others, indicating a quality control 
problem. 
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sph alone aM 
Ay Island North ni et U. Auburn U. U. of Wisconsin 

Remember 
the summer of '782 
Last summer, four young people joined The 
Upjohn Company as part of the NRC Pharmacy 
Internship Program. 

They added to their educational process 
learned about manufacturing, quality con- 

trol, pharmaceutical research, and marketing/ 
sales, 

We hope we answered their questions. 
Certainly, we took their suggestions to heart. 

And when the 10 weeks. were over, we 
parted knowing that we'll enjoy seeing. each 
other in the years ahead. 

And reminiscing about the summer of 78. 

©1978, The Upjohn Campany, Kalamazoo, Michigan 4 
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KV MVANUU UYU. bine ts hoe Nee Vere” ae eX 
Has For Your PHARMACY : : 
A Complete Price Sticker and °"~ 
Order Entry Program. 
Now Operating in over 500 Pharmacies Like Yours. 

THE SERVICE PROVIDES: retail price sticker & shelf labels, allowing you selective 

pricing for all items you purchase. Plus customized pricing for up to 1500 items. 

Two price system. 

OVER THE COUNTER MERCHANDISE RX MERCHANDISE 

DAMES CRAREN, 920.002. NDC 68 
#5681 $1. B 0123-61 

ena - Le [ aa ee = 5DTO 

eee ee 
7312- 1359. Oh37-15'76 

Electronic Order Entry ee 
Electronic order entry Terminal for in-store use. It’s light- 

weight, portable and enables you to order 200 line items pe 

in less than one minute. Transmits over telephone. Opera- wae Cles wae od 

tional 24 hours a day . . . call at your convenience. 

Turnover and Profitability Reports saga 
Customized series of ongoing Turnover and Profitability 

Reports for Your Store. Helpful information compiled from. 
product movement of items in your store. 

CHECK THE BIG PLUS FEATURES: REPLY COUPON 

LOEWY DRUG CO. 

e Store Identification Labels. | 6801 QUAD AVENUE, BALTIMORE, MD. 21237 
e Complete Product Information. YES, I'd like to get more FACTS ABOUT SPACE: 
e Complete OTC and RX Pricing Stickers. 

e Quarterly Label Color Change. | NAME 

e Tamper-proof (non-transfer) security. 

e Ink Screening of Coded Information. | TITLE 
e Deal Contents Have Price Stickers. one 

e Price Stickers for Selected Full Cases. | 

e NDC Numbers on All RX Products. ADDRESS 

e Customized Pricing. 

e Two Price System. | CITY STATE ZIP 
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The Maryland Pharmaceutical Association Board of Trustees met in the Kelly Memorial Building January 4th 

to start the new year. Do you know the Board of Trustee member from your area? 

Maryland Pharmacy in Action: 

Pictures courtesy of 

PARAMOUNT PHOTO SERVICE 

Veteran Druggists participated in an informal program. Mem- 

bers of the Association volunteered to assist in a drug education 

program conducted at senior citizen centers in Baltimore. 

The Baltimore Veteran Druggists Association installed new offi- 

cers at its Christmas party. 
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The University of Maryland SAPhA Chapter tackled the task of wo) a. aE 
cataloguing the books in the Kelly Building Library. The job took 
over two full days of effort. 

ee * 
“ ae 

ie 

The Executive Committee of the Baltimore Metropolitan 
Pharmaceutical Association met January 11th and discussed 
final plans for the annual banquet to be held February 11th at 
the Blue Crest Restaurant in Baltimore. 

A Record in Pictures 

The Executive Committee of the National Association of Retail Druggists (NARD) invited the Executive Directors and Presi- 
dents of several state associations to meet and discuss issues. Stan Yaffe and David Banta represented Maryland (left side of 
table). 

EE 



250 mg. /5 ml. 
100 and 200-m 

sizes 

125 mg./5 ml. 
60, 100, and 

200-ml, sizes 

Pediatric Drops 

100 mg./mil. 
10-ml. size 

cephalexin 

Lilly Additional information available to the profession on request. 

Eli Lilly and Company 

Indianapolis, Indiana 46206 
500738 



Add Another 
3 Hours 
To Your Day... 
without spending another minute 
im your store preparing, writing 
and calling in orders! 

CUT ORDER TIME TO SECONDS 
WITH OUR DIRECT ORDER ENTRY 
SYSTEM. 
Throw away the want book. stop writing 
those nervous little notes to yourself— 
Direct Order Entry is here to make your life 
easier! 

Now, this time-consuming chore can be cut 
to split second efficiency with our Direct 
Order Entry System. In a fraction of the time 
you spend every day compiling and placing 
orders, this system can perform many func- 
tions for better control of your business. 

MAXIMUM PROFITABILITY 
Time is money. And Direct Order Entry frees 
up more of your time so you can be doing 
the things that produce the greatest profit 
for you. 

THE DRUG HOUSE, INC. 
An Alco Standard Company 

ORDER 200 ITEMS IN 1 MINUTE... 
All order information is at your fingertips on 
pre-printed shelf labels for easy order input. 
You won't waste another moment looking 
up item numbers, descriptions, Strengths, 
NDC numbers, sizes, etc. Simply press the 
buttons and your order is recorded on the 
unit's cassette tape. Then, at your conve- 
nience, just dial the phone and your order is 
quickly and accurately transmitted over 
Ordinary telephone lines into our central- 
ized computer. Imagine—a 200 item order 
can be transmitted in just 60 seconds... 
from start to finish! 

000020353 
CL a) 

Lemos 

L ATEC 
C my 

Ry {Pan oe be bd I 4 ore 

PRICE STICKERS... complete with all information 
for placing your order. 

DON’T WASTE ANOTHER MINUTE 

START CUTTING CORNERS HERE. 

TELL ME MORE ABOUT 

DIRECT ORDER ENTRY SYSTEMS. 

The Drug House, Inc. 
An Alco Standard Company 

600 S. 17th St., Harrisburg, Pa. 17105 

Attn: W. W. Hensel, RCS Dept. 

Name 

Pharmacy x 

Address SAS 

city State Zip 

Phone Area Code (_s) 
—---———-------= 5 



Are you playing 
“generic roulette”? 

Here’s what legal experts have to say about your generic 

hability: 

“A pharmacist could be held liable for dispensing a drug 

product that causes injury if the pharmacist fails to exercise the 

proper standard of care in selecting the product.” 

“The best advice yet is as it has always been: ‘Buy quality 

products from reliable suppliers and dispense them with peace of 
999 

mind. 

You've read what the experts have to say. Don't take 

chances with generics. Buy Purepac. 

PUREPAC. COMPETITIVE PRICES AND PEACE OF MIND. 

PUREPAC 
Elizabeth, NJ 07207 

AMERICA’S LEADING NATIONAL BRAND OF GENERICS 



The MPhA Annual 

Convention 

June 24-28, 1979 

Plan to Attend 

Here is a breathtaking 2200 acre estate stretch- 
ing over a mountain, forest, golf course and 
sparkling 90 acre lake 1800 feet high in the 
Pocono Mountains of Pennsylvania. Here is a 
tapestry of lawns, pretty flowers, trees, pano- 
ramic views and recreational facilities. Here is 
beauty and charm wherever you look — from 
our room which overlooks our natural 90 acre 
ake — from the terrace which pans the Olympic 
pool and deck area; and while on our P.G.A. 
Robert Trent Jones golf course surrounded by 
nature’s wooded beauty. 

Delight in the solid comfort of the main Tami- 
ment House, where color TV, refrigerator, coffee 
maker and luxurious decor combine to insure the 
ultimate in relaxation and comfo 
Privacy in a rustic cottage. 

FORGED PRESCRIPTIONS?? 

Call these Law Enforcement and Investigation Agencies 

NAME 

John O’Hara 

Kathleen M. Watt 

Arnold L. Dickman 

Ralph Clements 

Gregory W. Ruff 
and Joseph McKinney 

Dean A. Hyde 

and Stuart L. Hurrin 

and Paul Ponzelli 

Paul Hajek 

Harold Dieter 

Jim White 

Jim Badey 

and Terry Brown 

Fred Settle 

Robert Tobin 

and Dusty Rhodes 

John Santana 

FEBRUARY, 1979 

AGENCY 

Dept. Health & Mental Hygiene 

Division of Drug Control 

Comm. of Virginia 

Board of Pharmacy 

Medical Assistance 
Compliance Division 

Balto. City Police Dept. 

Army C.1.D. 

Metropolitan Police Dept. 

Howard County Police Dept. 

Drug Enforcement Adm. 

Prince George Co. Police 

Arlington Co. Police Dept. 

Maryland State Police 

Montgomery County Police Dept. 

Anne Arundel County Police Dept. 

rt; or complete 

lamiment 
a taste of sun, 

fun, forest 

and YOU 
Choose from any of the year ’round active sports 
— the 18 hole P.G.A. golf course is one of the most 
scenic and testing anywhere . . . day and night 
tennis... indoor and outdoor pools... miniature 
golf; a host of outdoor sports plus a complete 
skiing operation in winter with snowmobiles, 
toboggans, sleds, ice skating and cross-country 
skiing. 

In the evening, after gourmet delight, there is the 
feature attraction ‘‘showtime’’. Top name per- 
formers have made Tamiment famous in the en- 
tertainment world. Our 3 night clubs offer the 
setting, atmosphere and type of action designed 
to satisfy everyone. 

ADDRESS PHONE NO. 

201 W. Preston St. 383-2727 

Baltimore, Md. 

12552 Forest Hill Road 
Woodbridge, Va. 22192 

703-494-2482 

201 W. Preston St. 383-7377 

Baltimore, Md. 

601 E. Fayette St. 396-2724 

Balto., Md. 21202 

1851B Patton Dr. 677-6446 

Ft. Meade, Md. 20755 

300 Indiana Ave. N.W. 626-2996 

Washington, D.C. 20001 

3410 Court House Drive 992-2215 
Ellicott City, Md. 

Federal Building 962-4800 
Baltimore, Md. 

3415 N. Forest Edge Rd. 336-8800 x. 6684 

2100N. 15th St. 558-2265 
Arlington, Va. 22207 

Reisterstown Road 944-5030 

Pikesville, Md. 

60 Court House Square 279-1688 
Rockville, Maryland 

Route 3, Northbound Lane 

Millersville, Md. 21108 

987-4050 x. 207 
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IRS Lists Tax Help 
For Small Businesses 

Details. Every business owner has 

to cope with them. Things like work 

scheduling, inventory control and 

meeting federal tax requirements can 
make or break a small business. 

And because there always seem to 

be so many new details to worry about 
—like changes in tax reporting re- 

quirements—the Internal Revenue 

Service offers several types of taxpayer 

assistance to small business owners. 

What kinds of assistance? One type 

is the “‘Your Business Tax Kit,” a 

starter set for new small business tax- 

payers. It contains blank forms and 

instructions, filled-in samples, and 

publications, including the compre- 

hensive 192-page ‘‘Tax Guide for 

Small Business.”” The IRS has even 

added a tax calendar to make plan- 
ning deadlines easier. 

While the ‘“‘Tax Guide” may be the 

longest publication IRS offers to small 

business owners, it is not the only 
one. The tax agency distributes more 

than 90 publications on tax issues of 

all types. Many will apply to the 

small business taxpayer, such as those 

Two new firsts from District Photo! 

POST Av PHOTO 
Turns snapshots into personalized picture postcards and greet- 
ing cards. Encourages customers to order extra prints — those 
to mail, those to keep. 

PLUS FOTO- DATE Puts the date on the back of each 
print, to tell the month and the year it was devel- 
oped. A handy record your customers appreciate. 

Both at no extra cost to you or your customers! 
Both designed to build your photo-finishing profits! 

You get both of these tremendous profit-boost- 
ing features FREE when you're a District Photo 
Dealer. We're the company that’s first with the 
best new developments in photo-finishing — 
Big Shot Borderless Photoprints, Bonus Photo, 
Silk-Finish, and One-Day Service. 

We believe in firsts, because they keep you first 
in sales, 

Call us. In D.C., 937-5300. In Baltimore, 792-7740. 

10619 BALTIMORE AVENUE, BELTSVILLE, MARYLAND 20705 
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dealing with depreciation, deferred- 
payment sales, accounting periods and 

methods, and sales or other disposi- 
tions of assets. 

The IRS also sponsors workshops 

for those who would prefer to hear, 

rather than read, about taxes. At 

these workshops, IRS specialists re- 

view major reporting requirements 

and answer individual questions. They 
also cover such topics as the Jobs 

Tax Credit, the selection of tax re- 

turns for examination, and the records 

a business taxpayer should keep. The 

IRS can provide a schedule of up- 

coming sessions. Registration can be 

completed by sending in the Small 

Business Tax Workshop card which 

accompanies the employer identifica- 

tion number all business owners must 
have. 

Another type of free information 

IRS offers is its films. Local business 

organizations can borrow 27% minute 

films free of charge from IRS offices. 

One of these films, “Hey, We’re in 

Business,”’ is directed specifically at 
the rights and responsibilities of the 

DISTRICT PHOTO ING 

> 

FOTO DATE: AUG., 

small business owner. Another film 
for general audiences also is avail- 
able. “The American Way of Taxing”’ 
presents a picture of today’s tax sys- 
tem in a historical context. 

Of course, business people, like all 
taxpayers, can take advantage of 
IRS’s regular taxpayer assistance op- 
erations. Both offices and toll-free 
telephone lines are open year-round 
and staffed by trained personnel. 

If you are engaged in farming or 
commercial fishing, these same basic 
IRS services are available. In addi- 
tion, the ‘“‘“Farmer’s Tax Guide” (IRS 
Publication 225) and the “Tax Guide 
for Commercial Fishermen” (Publica- 
tion 595) have been designed to an- 
Swer your questions. Both are avyail- 
able from IRS offices. 

One last word for small business 
Owners who feel they may be headed 
for tax trouble: see the IRS as soon 
as possible. In fact, see them before 
it happens. Usually the IRS can work 
with the business owner to satisfac- 
torily resolve a problem before it be- 
comes complicated. 
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PETTERS 

The Honorable Congressman Clarence Long 

Chesapeake and Washington Ave. 
Towson, Maryland 21204 

Dear Congressman Long: 

The newly enacted Medicare laws, along with the previously 

standing ones are making it difficult for suppliers like myself to as- 
sist Medicare patients by accepting assignment for durable medi- 

cal equipment. By assignment, I mean that we bill Medicare for 

80% coverage, handling the paperwork, while the beneficiary 
pays their 20% deductible. 

Here are some of the new rulings and the problems created for the 
small businessman. 

1. Medicare will now pay for rental or purchase only at the low- 
est 25 percentile level. Prior to this we were paid at the 75 
percentile level. 

Problem: Obviously the average for our area would be at the 

50 percentile level. This may save Medicare some money but 
it puts a strain on the small vendor. Only the national rental 

chains may be able to afford to bill Medicare for lower than 

their everyday cash prices. 

According to Mr. Ron Wren in Philadelphia (can be reached 

by locally dialing 594-9302) this was part of a 1972 amend- 

ment and can only be changed by Congress. It will apply to 
hospital beds and wheelchairs now but will spread to other 

items in the future. 

. Soon, when the rental price equals the purchase price, the 
vendor will relinquish title to the equipment. 

to 

Problem: If, for example, it takes twelve months for the 
rental price to equal the purchase price, is it realistic to ex- 
pect the dealers to submit twelve separate monthly billings, 

wait for twelve separate payments, handle twelve booking 

transactions (providing there is no delay in payment due to 
certification form procedures, misfiled claims, deductibles 

not met by patient, etc.) to finally be paid only an amount 
equal to the orginal purchase price? It’s tough enough now 

for the small businessman without additional burdens from 
the government. 

3. Prices paid by Medicare are 18 months behind current bill- 
ing. 

Problem: With today’s inflation rates, both in manufacturing 
and shipping charges, and not including the vendor’s in- 

creased overhead, many manufacturers and distributors are 

increasing their prices twice yearly. In many cases, Medi- 

care’s computers are three price changes behind. 

I presented this problem to Mr. Wren, who by the way was 

very helpful. He said under the new 25 percentile provision, 
it will be required of the carrier (Blue Cross in Maryland) to 
update its computers so that it will be between only 3-6 

months behind at any given time. He thought this would off- 
set our loss by the new lower percentile method. I pointed 
out that this was completely wrong. Even two price changes 

would not offset a 50 percentile decrease in the price Medi- 

care pays. Also a Blue Cross employee was doubtful that the 

prices could be updated to that current a level. 

4. Vendors can no longer call Medicare to find out if a patient 

has met the deductible for the year. This is now considered 
an invasion of privacy. 

Problem: Without this information, the vendor is reluctant to 

accept assignment. Often the patient is confused as to what 

constitutes their basic deductible or whether or not it has 
been met. If the vendor takes the patient at his word that it 

has been met, and this is wrong, it requires additional book- 

work to recoup the amount (if the patient is able or willing to 
do so). The vendor has nothing to gain if the information 
were made available. 

Enforcement of the above can only make the vendor reluctant to 

accept assignment. The Medicare patient, already on a fixed in- 

come, will eventually bear the brunt of these well meaning but im- 
practical rules. Ifthe patient is unable to have vendors accept wait- 

ing for 80 percent rental or purchase and he cannot afford to lay 

out 100 percent himself, it will be the patient who is the loser, ei- 

ther by doing without or by having to settle for an inferior grade 

item that will fall dollarwise into the Medicare price range. An ex- 
ample of the latter that is happening now on the state Medicaid 

level is the low wheelchair purchase price. Only the flimsiest 

model can qualify and probably will have to be replaced yearly at 
best. The state is aware of this but can do nothing because of the 

fixed price guidelines. The same thing may result on the Federal 

level if price becomes the only criteria. 

5. Only Durable Medical Equipment qualifies for payment 
under Medicare. Braces and supports must be rigid or firm in 

composition. 

Problem: This excludes elastic stocking, elastic knee, elbow, 

ankle, abdominal supports as well as foam collars and rib 

belts. No one wears any of the above unless it is a medical 
necessity, but since they are not rigid by Medicare’s defini- 
tion, they are denied. Surgery for varicose veins is covered 
but not stockings that may help prevent the operation. Even 

to prevent blood clot formation is not good enough. The 

same is true for abdominal surgery. 

6. Though durable in nature, bathtub safety equipment such as 

grab bars, rails and shower stools are not payable under 
Medicare benefits. They are classified as assistive devices or 
convenience items. 

Problem: Patients need these devices if they are unstable on 

their feet. Yet Medicare will pay for walkers, canes, crutches 
and wheelchairs for those having difficulty walking without 
assistive devices. However, when these same patients need 

to step into a slippery tub, the coverage no longer applies. 

This is an obvious fallacy in the law. 

7. Home Biofeedback units are not payable by Medicare even 

though it is a medically sound principle and covered by many 

private insurance companies. 

Problem: A stroke patient is completely covered in hospital, 
for his doctor’s visits, partially covered for physical therapy 
outpatient benefits. However, a self help home unit that aids 
to retrain muscles and provides motivation, helps cut long 
term medical expenses, is denied. I have been informed that 
the Public Health Service has not given its approval to Bio- 

feedback. I would like to point out that Medicare was years 
behind the medical profession in recognizing electrical nerve 

stimulators as good sound rational treatment for specified 
conditions. Biofeedback home units are also useful for 
orthopedic problems such as lumbar and sacral pains, mus- 

cular spasms, tension headaches and certain breathing prob- 
lems. 

These are not the only problems that we providers of services to 

Medicare have. However, I feel that a solution to these will go a 

long way forward in benefiting both the patients and the providers. 

I realize that your schedule is busy, but I would appreciate your 
checking into this situation. 

Sincerely, 

Albert Lichtman, R.Ph., C.F. 
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Fourteenth Annual 

HOSPITAL PHARMACY 

SEMINAR 

Maryland Society 

of 
Hospital Pharmacists 

JUNE 22, 23, AND 24, 1979 

Hotel Hershey & Country Club 

Hershey, Pennsylvania 

For Information Contact: 

Mr. Joseph M. Ruppel 

Seminar Chairman 

Pharmacy Department 

Mercy Hospital 

301 St. Paul Place 

Baltimore, Maryland 21202 

Pharmacy School Wins Grant 

Three researchers in the University of Maryland 

Schools of Pharmacy and Medicine have been awarded a 

$125,000 National Institutes of Health grant to further in- 

vestigate their new approach to creating radioactive drugs. 

The first phase of the grant was awarded in 1976 for the 

creation and patenting of two basic compounds — imino- 

diacetic acid and 8-hydrozquinoline — as linking agents to 

make completely new diagnostic preparations. As a result 

of this research, Dr. Michael Loberg, Dr. Patrick Callery, 
and laboratory scientist, Anna Fields found ways to modify 

the compounds so that they would bind the radioactive 

metal Te-99M and at the same time would concentrate 

these compounds in specific organs in the body. 

The three year renewal grant will be used to develop 

enough scientific evidence to predict the distribution of the 

radiopharmaceuticals for the localization of cancer and 

diagnosis of ischemic heart disease. 

Dr. Loberg, who is also director of the School of Phar- 

macy’s Central Radiopharmacy Service, says that various 

radioactive drugs are currently being tested in laboratory 

mice and rats. The development of these new organ and 

disease-specific radiopharmaceuticals will be a significant 

breakthrough in the diagnosis of cancer and heart disease. 

Ultimately, the drugs will be tested in humans and addi- 

tional funding will then be sought to complete clinical trials. 

FEBRUARY, 1979 

ANNOUNCING 

The MPhA’s First 

2 WEEK 
VACATION TRIP 

July 30-August 14 

15 days and 14 nights 

Innsbruck 

Munich 

St. Moritz 

COST: about $800.00 

Watch for details and reserve these dates now 

AZO 

Presents 

the Annual 

Fritz Berman 

Seminar 

Sunday, May 6, 1979 

9:00 A.M. 

Diagnosis and Management of Arthritis 

Professional Body Language 

Holiday Inn — Security Blvd. 

Baltimore 
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— You want the peace of mind that comes from 

| . the protection of American Druggists’ 

Insurance. It assures you of prompt, 100% 

claims settlement for fire, 

theft, liability, malpractice. We know the 

pharmacists’ problems best, because 

A.D.|. was founded by pharmacists, in 1906, 

for pharmacists. Let Mayer and 

Steinberg give you a free evaluation of your 

insurance needs. 

Your American Druggists’ Insurance Co. Representative — 

MAYER STEINBERG": 
_ General Insurance Agents and Brokers 

G00 REISTERSTOWN RD. BALTO..MD. == 
(301) 484-7000 i 4a 

> 
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Anne Arundel County 

Installs New Officers 

Nathan Schwartz, MPhA and Anne Arundel 
County Pharmaceutical Association Past Pres- 
ident acted as toastmaster for the January 14th 
installation banquet. 

~~ ; | 

The 1979 officers of the Association Pose shortly after the installa- 
tion. The banquet was held at the Empire Towers in Glen Burnie. 

Pictures courtesy of 

PARAMOUNT PHOTO SERVICE 

Vincent Regimenti (right), outgoing President of the Association Presented Dean William Kinnard (left) with a contribution from the Anne Arundel County Pharmaceutical Association. Ronald Williams, Director of APhA Sub- 
divisions, brought greetings from the national 
Association and installed the officers. 

FEBRUARY, 1979 
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A lot more goes into 
Abbott drug products 

Gerry Hietala, Abbott research pharmacist, on flavoring: 

“One ‘yuck’ from any of these panel 
members and it’s back to the drawing 
board. This is the final, most critical 
test for flavoring in our suspensions. 
No matter how much effort goes into 
the flavoring system of a pediatric 
drug, this is the bottom line. Kids 
simply won’t take a bad-tasting 
medicine. 

There are two basic objectives in 
flavoring a suspension; first, naturally, 
you want to mask the drug taste. 
Erythromycin is a prime example. It’s 
bitter. Second, you want to maximize 
flavor stability. Over a period of time 
even insoluable drugs will hydrolyze 
to a limited extent. The flavoring must 
be able to cover the increased 
bitterness to maintain palatability of 
the suspension. 

We've developed a product that 
minimizes the amount of free 
erythromycin base that will develop, 
and we carefully control the quality of 
the starting drug. These two factors 
assure long-range stability .. . and 

good taste ... when the product is 
out in the field. 

Quality is built into our product 
through a sophisticated system of 
flavor assessment. We utilize statistical 
preference testing in addition to the 
flavor profile method. These help us to 
arrive at a top quality taste and assure 
that it will be maintained in 
production. The result is a good- 
tasting product with maximum 
stability ... medicine a sick kid is 
going to take for ten days 
without a single ‘yuck’.” 

This is the drug 

The doctor prescribed 

That you dispensed 

That the patient took 

That Gerry flavored. 

We're in this together. 

ABBOTT LABORATORIES 

Pharmaceutical Products Division, North Chicago, Illinois 60064 
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E.E.S.: BRIEF SUMMARY 
ERYTHROCIN® ETHYL SUCCINATE 
(ERYTHROMYCIN ETHYLSUCCINATE) 

Indications: 
Streptococcus pyogenes (Group A beta 

hemolytic streptococcus)—Upper and 
lower respiratory tract infections, skin, 

- and soft tissue infections of mild to mod- 

erate severity, where oral medication is 

preferred. Therapy should be continued 
for 10 days. 

Alpha-hemolytic streptococci (viridans 

group)—Short-term prophylaxis of bac- 
terial endocarditis prior to dental or other 
operative procedures in patients with a 
history of rheumatic fever or congenital 
heart disease who are hypersensitive to 
penicillin. 

S. aureus—Acute infections of skin and 
soft tissue of mild to moderate severity. 
Resistant organisms may emerge during 
treatment. 

S. pneumoniae (D. pneumoniae)—Upper 

and lower respiratory tract infections of 
mild to moderate degree. 

M. pneumoniae — For respiratory infec- 
tions due to this organism. 

Hemophilus influenzae: For upper respi- 
ratory tract infections of mild to moderate 
severity when used concomitantly with 
adequate doses of sulfonamides. Not all 
strains of this organism are susceptible at 
the erythromycin concentrations ordinar- 
ily achieved (see appropriate sulfonamide 
labeling for prescribing information). 

Treponema pallidum—As an alternate 

treatment in patients allergic to penicillin. 

C. diphtheriae and C. minutissimum—As 

an adjunct to antitoxin. In the treatment 

of erythrasma. 

Entamoeba histolytica—In the treatment 

of intestinal amebiasis. 

L. monocytogenes—Infections due to this 

organism. 

Establish susceptibility of pathogens to 
erythromycin, particularly when S. aureus 

is isolated. 

Contraindications: 
Known hypersensitivity to erythromycin. 

Warnings: 
Safety for use in pregnancy has not been 

established. 

Precautions: 
Exercise caution in administering to pa- 
tients with impaired hepatic function. 
During prolonged or repeated therapy, 
there is a possibility of overgrowth of non- 
susceptible bacteria or fungi. Surgical 
procedures should be performed when in- 
dicated. 

Adverse Reactions: 
Dose-related abdominal cramping and 
discomfort. Nausea, vomiting, and diar- 
rhea infrequently occur. Mild allergic re- 
actions such as urticaria and other skin 
rashes may occur. Serious allergic reac- 

tions, including anaphylaxis, have 

been reported. 8013236 eee 
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WHY A HYPERTENSIVE LEAVES THE RANKS OF THE TREATED 
AND...HOW TO KEEP HIM FROM DOING IT. 

we 

Patient compliance isn’t easy 
to come by when a chronic asymp- 
tomatic illness is at issue.””! 

Hypertension, of course, is 
such a condition. And writing a 
prescription is only one of many 
Steps in achieving effective blood 
pressure control. A drug works only 
if the patient takes it. Too often. 
hypertensive patients can’t see a 
reason to follow a drug regimen 
and, therefore, do not comply. 

Patient adherence can depend 
on the patient’s understanding of 
his condition, and understanding 
often founders on the name of the 
condition itself. To many patients. 
the very term “hypertension” is 
thought to mean anxiety and ten- 
sion. Curry and Finnerty? recom- 
mend giving a thorough explanation 
of hypertension to the patient, in- 
cluding the meaning of the blood 
pressure numbers and the compli- 
cations that could ensue from 
neglecting treatment. 

“Patients drop out for a num- 
ber of reasons, sometimes before 
the treatment program has even 
begun.” 

For the newly discovered hy- 
pertensive, the steps involved ina 
work-up can be major deterrents to 
cooperation. Experts indicate that 
hospitalization for expensive, 
elaborate work-ups is generally 
unnecessary.” Except where further 
diagnostic steps are clearly indi- 
cated, six simple office tests should 
suffice: urinalysis, serum potassium, 
BUN, cholesterol, glucose determi- 
nations, and EKG.” 

PY, 

Unrealistic diet and exercise 
programs which necessitate drastic 
changes in the patient’s life-style 
can often be discouraging and can 
compound a patient’s lack of coop- 
eration. While modest salt restric- 
tion is usually desirable, severely 
restricting the salt component of a 
hypertensive’s diet is generally un- 
necessary when diuretic medication 
is utilized.* 

“Treatment during the phase 
of established hypertension gen- 
erally involves the use of more than 
one drug. Finding the right combi- 
nation for each person is critically 
important.’’4 

Once a patient is started on 
drug therapy, questions, apprehen- 
sions, and fears may arise. These 
can be reinforced by side efects 
the drug may produce, particularly 
if he has not been forewarned about 
their occurrence. The patient is in 
particular need of reassurance at 
this time, and his future compliance 
may be jeopardized if it is not forth- 
coming. Moser suggests that the 
patient be told that the drug regi- 
men can be changed to prevent 
these side effects. He goes on to 
say that ** Virtually any procedure 
that simplifies therapy will 
increase compliance.® 

Continuous education and re- 
assurance Is called for in the early 
Stages of antihypertensive therapy. 
Starting the patient off carefully can 
make all the difference in whether 
he will stay with his regimen. Good 
patient adherence takes cooperation 
on the part of the patient and 
the understanding and time of the 
physician. 

References 
1. Kaplan NM Changing the hypertensive fe 

Style. Practical Psych 2:42-50, January 1975 

2. Curry CL, Eastman DG, Finnerty FA, et al: The 

experts reply: Treat hypertension to head off 

tragedy. Patient Care 7:58-103, November 15 
1973 
3. Moser M: The challenge of patient and physi 
Clan compliance in hypertension: A simpliied ap 
proach to treatment as one answer. Clin Med 
82:30-34, November 1975 
4. Page IH: Egregious errors in the management 
of hypertension. JAMA 236:2621-2622, December 
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That’s the prescription you can fill again and again for your customers if you have a fully 
stocked magazine department. 

Reading is a tonic for everyone. SELLING the reading material is our specialty. And it 
should be yours because turnover is the name of your game and nothing you sell turns over 
faster or more profitably than periodicals. 

If you’re not now offering periodicals to your customers, you should be. Just ask us how 
profitable it can be. 

And if you do have a magazine department, chances are your operation has outgrown it 
and it should be expanded. 

Think big. The great majority of our customers did more business with us in 1977 than in 1976. 

Get on the bandwagon. Call Phil Appel today at: 

The Maryland News Distributing Co. 
(301) 233-4545 
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It’s Lilly Digest Participation Time!!! 

WHY? 
Pharmacies that submit their financial data will receive free of charge 

a personalized comprehensive analysis of the individual operation. 

This report consists of a print-out of the data submitted with compar- 

able data from an average store of similar sales volume and daily pre- 

scription activity. The analysis will contain a personal commentary 

on various important aspects of the operation, some of which may 

deserve specific attention in order to enhance the future profitability 

of the pharmacy. All information received will be included in the 1979 
Lilly Digest. 

HOW? 
A pharmacist-manager can simply fill out the prescription summary 

and supplemental information sections — numbers 2 and 4 — and 

include a copy of his last tax return to provide the needed data. All 
data received will be held in strict confidence. 

IT’S IMPORTANT!!! 
Since the Lilly Digest is the only source of comparative operational 
Statistics available, many pharmacists consider the Digest an effec- 
tive management tool. . . Participation forms are in the mail! Contact 
the Lilly Analysis Service if you need a form. 

The Lilly Analysis Service 
Eli Lilly and Company 
Indianapolis, Indiana 46206 

Classified Ads calendar 

Classified ads are a complimentary 
service for members. 

Feb. 18 — C. E. Program — Maryland DPS law — 
Salisbury 

Feb. 22 — INDUSTRY RELATIONS SEMINAR — 
Employment Opportunities 

Feb. 24 — TAMPA — Bull Roast — Libertini’s, 9-1 

Mar. 4 — SWAIN SEMINAR — College Park 

(send replies addressed: ad no. , M.Ph.A., 

650 West Lombard St., Baltimore, Md. 21201) 

Available From MPhA Office 

Available free to members, notification form to be given to 
patient under drug product selection law. Call Sharon (301) Mar. 11 — Alumni Assn. Dinner Meeting — Hunt Val- 
727-0746. ley Tan 

— WANTED — Mar. 19 — NARD Legislative Conference — Wash- 
ee ee eee eee ington, D.C. 

April 5 — MPhA SPRING REGIONAL — QUALITY 
INN, Catonsville 

April 21-26 — APhA Convention — Anaheim, Cali- 
fornia 

Pharmacist for evenings (approx. 5 to 9) and occasional 

Saturdays (9 to 5) for professional pharmacy. Contact Mr. 
Charles Powell at Powell Pharmacy in Columbia, Md. 997-1601 

We are looking for a Pharmacist to operate a drugstore in 
North Carolina. 
Requirements: Must meet the State Board of Pharmacy for 

North Carolina 

Experience: Not necessary for a Retail Store 
Sex: Male or Female 

Information write: Mr. George L. Hill, P.O. Box 2536, Wash., 
D.C. 20013 

FEBRUARY, 1979 

May 6 — AZO — Fritz Berman Seminar 
June 22-24 — MSHP Seminar — Hershey, Pa. 

June 24-28 — MPhA CONVENTION — TAMI- 
MENT, PENNSYLVANIA 

July 30/Aug. 14 — MPhA TRIP TO AUSTRIA, GER- 
MANY & SWITZERLAND. Our First Two 
Week Vacation Trip!! 
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President's Message 

Future Shock? 

Pharmacy’s traditional identity crisis continues to nag at us even as we enter into an 
era that is marked by our attempts to expand the scope of care which the pharmacists of the 

future may offer their patients. The identity crisis boils down to the question — are we 

businessmen or health care professionals? I believe there is room for us to be a little of each. 

The point here is that, as we investigate new roles for pharmacists and the possibili- 

ties of providing additional services to the public, we have the right to receive just 

remuneration for those services. It is clear that we are not now being reimbursed at an 

equitable rate for what we are now providing; for a lot of reasons not necessary here. We 

must be permitted to make a living at the profession of pharmacy if we are to provide the 

elaborate pharmacy services now on the drawing board. Profit, far from being a dirty word, 

should be viewed as an absolutely necessary and legitimate factor as we redefine how we 
will practice pharmacy in the future. 

There is, of course, little agreement among ourselves about what the future holds for 

us, or how we will evolve to meet these challenges. However, it is interesting to speculate. 

One point of view is represented by the HEW report on pharmacy printed on page 20 of this 

issue. | recommend that you read through their observations about us. 

Also, take the time to think about how the Association fits into all of this. I believe 

the Association must remain relevant to all segments of this profession as decisions on our 

future course are made. It should function as the forum for discussion and decision. 

Through it, we may yet survive the divisive forces of change and emerge stronger, more 

united, and better able to serve the health care public, which is, after all, our highest goal. 

OR—4 Jey For 

MARCH, 1979 



Alcoholic Liver Disease 

Definition and History 

Virtually every known civilization since the Stone Age 

has used some form of alcoholic beverage for social or rit- 

ualistic purposes. Over many centuries it has been noticed 
that some of the users of alcohol have developed disease of 

the liver, the large vital organ of chemical control and 

processing located in the upper right corner of the abdo- 
men. 

The first disorder of the liver which was clearly 

recognized to result from prolonged heavy intake of alcohol 

was cirrhosis, a scarring and distortion of the liver accom- 

panied by loss of its functional capacities and by an impe- 

dence to the flow of blood through it. 

Another disorder, fatty liver, characterized by enlarge- 

ment of the liver due to accumulation of droplets of fat 

within its millions of cells, has been known for decades to 
result from heavy ingestion of alcohol. 

More recently, an acute and sometimes fatal inflamma- 

tion of the liver, called alcoholic hepatitis, has been 

recognized as being caused by large amounts of alcohol. 

Alcoholic hepatitis, known as a disease for only about 

twenty years, is an inflammation of the liver tissue, espe- 

cially around the venous blood outflow tracts in the liver 

substance, where many of the liver cells are injured and dis- 

integrate. 

For many years it has been hotly debated whether mal- 

nutrition rather than alcohol itself causes the liver disease, 

and it has been only in the past two decades that the alcohol 

and its metabolic derivatives have been more definitely 

shown to contribute to causing these liver diseases, in con- 

junction with possible nutritional, genetic, immunologic 

and environmental factors. 

Prepared for the American Liver Foundation by John R. Senior, M.D., Director, 

Special Treatment Unit for Alcohol-Related Disorders, Graduate Hospital, 
Philadelphia, PA. 

For Further Information, Contact: 

Burton Combes, M.D., Chairman of the Board 
The American Liver Foundation 

The University of Texas Southwestern Medical Schoo! 
5323 Harry Hines Blvd., Dallas, TX 75235 (214) 688-3440 

Walter J. Unger, Executive Director 
The American Liver Foundation 

8506 Lynwood PI., Chevy Chase, MD 20015 (301) 654-8510 
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Symptoms and Development of the 

Three Alcoholic Liver Disorders 

1) The person with established alcoholic cirrhosis often 

shows a rotund abdomen bloated with fluid called ascites, 

with thin arms and legs reflecting muscle wasting, a sallow 

yellowish color of the skin and whites of the eyes called 

jaundice, skin reddening of the face and palms, scattered 

small spider-like dilations of blood vessels especially over 

the head and upper trunk, loss of axillary hair, testicular 

softening and shrinkage and breast enlargement in men, and 

tendency to episodes of severe internal bleeding into the 

lower esophagus and stomach. 

The cirrhotic patient mav also show mental confusion or 

drowsiness which may deepen into coma (unrousable un- 

consciousness) at times of febrile infections, bleeding 

episodes, or after eating too much meat or other protein- 
containing foods. 

Earlier stages of cirrhosis may cause only a single or a 

few of these abnormalities to show, or may be unnoticed for 

several years while the disease progresses in severity. 

Not all heavy consumers of alcohol develop cirrhosis, 

and in fact, only 10 to 15 percent of the total number of con- 

firmed ‘‘alcoholics’’ have cirrhosis. Alcoholism and alco- 

holic cirrhosis are not synonymous, but are independent, 

and may occur either singly or together. 

2) Fatty liver often accompanies alcoholic cirrhosis, but 

may be seen alone in any person who ingests alcohol very 

heavily, even if only for a few days. It shows itself as en- 

largement of the liver, a right upper abdominal fullness and 

mass, often somewhat tender to pressure and sometimes 

slightly painful. Rarely, fatty liver may cause mild degrees 

of temporary jaundice, but the disorder is usually reversible 

within a few weeks. 

Malnutrition alone, without any alcohol, can cause se- 

vere fatty liver, especially in children deprived of dietary 

protein. In such cases the protein deficiency may have fatal 

outcome, although timely and appropriate nutritional 

treatment can effect complete reversal and cure of both the 

protein deficiency problems and the fatty liver, without 

leaving residual cirrhosis. By contrast, alcoholic fatty liver 

cannot be cured by good diet alone, unless alcohol intake is 

also stopped or sharply reduced. 
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3) Alcoholic hepatitis shows itself as an insidious. but 
fairly acute illness characterized by nausea, vomiting, right 
upper and middle abdominal pain, fever, jaundice, enlarged 
and tender liver, with elevation of the white blood cell 
count, and sometimes without symptoms. 

For many years, it was mistakenly confused with acute 
gall bladder inflammation (cholecystitis) and patients were 
inappropriately operated upon, often with fatal results. The 

combination of operative trauma and anesthesia. and 
post-operative complications, added too much stress to an 
already injured liver, which then failed to support life. 

The nature of the liver injury was first appreciated in the 
early 1960's by investigators in London and Los Angeles as 
a cellular injury and disintegration or necrosis of liver cells. 

especially around the tiny veins through which blood leaves 
the liver on its way back to the heart. These dying and dead 
cells were then shown to be attacked and the debris re- 

moved by body defense systems, in a process called in- 

flammation, which itself added to the functional distur- 
bances created. 

Alcoholic hepatitis is usually accompanied by fatty 

liver, at least early in its course, and may occur inan already 

cirrhotic liver. Repeated attacks of alcoholic hepatitis, 

which may or may not be clinically apparent, is one of the 

mechanisms probably responsible for the slow develop- 

ment and progression of alcoholic cirrhosis. 

Fatty liver, alcoholic hepatitis, and alcoholic cirrhosis 

therefore, now are understood as separate disorders, which 

may be present in a person either alone or in any combina- 

tion. Many in fact, a large majority of heavy consumers of 

alcohol do not seem susceptible to development of al- 

coholic hepatitis and cirrhosis. 

Complications of Liver Disease 

Since the liver is the major controlling organ for the 

internal chemical balance of the body, disease affecting it 

has profound and extensive effects. The liver normally 

weighs about three pounds in an adult and is one of the 

largest organs in the body. It is a vital organ, necessary to 

sustain life and carries out an amazingly complex array of 

chemical functions. 

Like the kidney, it is a major excretory organ, but spe- 

cializes in removal from the blood of substances which are 

not readily soluble in water. It receives its own blood supply 

mainly from the intestinal tract, and only 20-30 percent of its 

blood comes directly from the heart. It performs most of the 
synthesis of bodily proteins, fats, carbohydrates from nu- 
trients absorbed via the intestine from the dietary intake, 

and it contributes to the digestion and absorption of food- 
stuff by providing bile which contains very powerful deter- 

gent substances. Like the adipose (fatty) tissue it stores 

energy, some as fat, but the liver is the main depot for stor- 

age of quick energy as glycogen, a carbohydrate which 

quickly can be converted to glucose (dextrose). It synthe- 

sizes many of the essential factors for blood clotting, factors 

for solubilization and transport of fatty substances in the 

blood, factors which bind and transport metals such as iron 

and copper. 

It does much more: literally hundreds of known chemi- 

cal tasks. It is responsible for maintaining the chemical con- 
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stancy of the blood necessary for normal brain function; it 

interacts cooperatively with the muscles, heart, skin, endo- 

crine glands, pancreas, bone, marrow and spleen. Without 

the liver, none of the other organs can perform well for any 

length of time. 

The complications of liver disease, therefore, involve 

nearly every organ system of the body and their functions. 

In addition to the loss of chemical functions, cirrhosis pro- 

duces a major mechanical problem of increased resistance 

to flow through it of the venous blood from the gastro- 
intestinal tract and spleen. 

This contributes in a major way to formation of the 

quarts to gallons of ascitic fluid which may accumulate in 

the abdomen, and to formation of dilated veins for bypass- 

ing around the liver the intestinal venous blood on its way 

back to the heart. These dilated veins or varices, are espe- 

cially dangerous in the lower esophagus and stomach where 

they may bleed into the stomach cavity, causing severe 

internal hemorrhage. 

This may be aggravated by reduction of blood clotting 

ability, and further by the inability of the damaged liver to 

clear digestive breakdown products of blood, which are ab- 

sorbed and depress the brain, causing coma. Muscle wast- 

ing, weakness, loss of hair and of sexual drive are charac- 

teristics of cirrhosis, and in severe cases secondary depres- 

sion of kidney function may result in renal failure. 

Acute alcoholic hepatitis may occur in a person who al- 

ready has developed cirrhosis, and causes in that person an 

especially dangerous acute additional loss of liver function, 

often with fatal results. Death may occur from brain depre- 

ssion and coma with arrest of breathing, from internal 

bleeding and shock, from secondary kidney failure, from in- 

fections which cannot be effectively resisted or from com- 

binations of these complications. 

In addition, other organs and body systems may be in- 

jured as a result of heavy alcohol consumption, which may 

complicate treatment of the alcoholic liver disease and re- 

duce chances for survival of the patient. These include: in- 

. flammation of the esophagus, stomach lining, pancreas or 

intestinal lining; muscle weakening in the trunk, limbs, and 

heart; memory loss; clumsy movements; loss of sensation 

in the feet and hands; abnormal eye movements; even de- 

mentia and psychosis; anxiety; shaking tremors; hallucina- 

tions; convulsive seizures; fever; rapid heart beat; severely 

elevated blood pressure; wild agitation; delirium; and 

sometimes death — due to heart failure — when the alcohol 

intake is abruptly stopped; anemia; malnutrition; and a 

much increased tendency to lung infections and traumatic 
injury caused by accidents, falls, and assaults. 

Recognition of Alcoholic Liver Disease 

It is very late, sometimes too late for recovery, if detec- 

tion of alcoholic liver disease is left to depend upon the man- 

ifestation of ascites, jaundice, bleeding varices, kidney fail- 

ure, or coma. By the time these symptoms and findings ap- 

pear, the cirrhosis may be irreversible. Even the complete 

cessation of alcohol consumption may not be effective in al- 

lowing recovery. 

If the relentless progression of alcoholic liver disease is 

to be halted before such end-stage cirrhosis is produced, the 
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person who is susceptible must be recognized long before 

and persuaded to avoid further heavy alcohol consumption. 

If the person has alcoholism, total abstinence from 

alcohol is very likely the only feasible solution. However, 

not all people with alcoholism are susceptible to alcoholic 

hepatitis and development of cirrhosis, and conversely, one 

does not have to have alcoholism in order to develop cirr- 

hosis. Consumption of what may be considered moderate 

amounts of alcohol, under complete control and ability to 

stop or start drinking at will, may still be enough to produce 

alcoholic cirrhosis. 

It appears that certain people are more susceptible than 

others to alcohol-induced damage, and that women may be 

more susceptible than men even after adjusting their alco- 

hol consumption rate for body weight. The sensitivity to 

alcohol cannot be predicted reliably, nor is it consistently 

dose-related. In a statistical survey of a large population, 

more cirrhosis occurs among those who drink longer and 

harder, but for an individual this provides no reliable guid- 

ance. 

The problem, then, is to detect as early as possible who 

may be susceptible to alcohol-induced damaged. However, 

this is very difficult, for we have no test of alcohol toler- 

ance. At this time, only the occurrence of acute alcohol 

liver injury about a bout of drinking gives a clue that the per- 

son is probably susceptible. 

This could be detected by chemical measurements of 

the person’s blood, by symptoms or findings of illness, or 

by microscopic examination of a tiny sample of liver tissue 

(biopsy). However, this depends upon a concerned patient 

presenting himself to an informed physician at the proper 

time, which often fails to occur. Even when the diagnosis is 

made, and the patient told, compliance with advice to ab- 

stain from alcohol consumption frequently is difficult to ob- 

tain. 

Treatment 

The best therapy is prevention. In the case of alcoholic 

liver disease, this means keeping the level of alcohol con- 

sumption below that which might cause liver injury for the 

particular individual. Once a susceptibility to alcoholic 

hepatitis or cirrhosis is detected, sharp reduction or cessa- 

tion of alcohol consumption is essential to avoid further 

damage. 

There is no accepted specific therapy for alcoholic liver 

disease, only the removal of alcohol, correction of nutri- 

tional deficits, and supportive treatment of infections, 

metabolic disorders, anemia and other complications, while 

the liver heals itself. With continued abstinence from alco- 

hol, healing of the liver over a period of months and years 
may be most impressive. 

Epidemiology and Socioeconomic Cost 

Alcoholic liver disease is a close contender to the com- 

bined digestive disease cancers as a cause of death, illness, 

disability, lost productivity, and expensive treatment. Be- 

cause alcoholism and alcohol have been associated in the 

public mind with skid-row derelicts and socially unaccept- 

able behavior — if not outright misdemeanor — statistics 

have been unreliable and difficult to compile. 

It is now increasingly evident that even the ‘‘executive 

lunch”’ and *‘social’’ drinking patterns of alcohol consump- 

tion may lead to alcoholic liver disease, and that masked 

alcoholism is highly prevalent in employed, professional 

and managerial individuals. 

In Canada, where extensive statistical-epidemiological 

data have been gathered on a population about one tenth 

that of the United States, death due to liver disease is the 

most rapidly rising cause of mortality, while deaths caused 

by heart and vascular diseases are falling. About 80 percent 

of the deaths caused by liver disease in Canada are ascriba- 

ble to alcoholic liver disease, which is directly correlated 

with per capita consumption of alcohol. 

This consumption has been steadily rising for three dec- 

ades, and it may be projected that by the mid-1980’s, death 

caused by liver disease may become third behind cardio- 

vascular disease and cancer for males in the working ages of 

25 to 65 years. The economic cost is estimated to be many 

billions of dollars per year, and the cost of suffering, lost 

creativity, disruption of lives, and despair are incalculable. 

While females may have a somewhat higher susceptibil- 

ity to alcoholic liver disease, the general cultural proclivity 

toward much heavier alcohol consumption by males has led 

to a relatively higher death rate from alcoholic liver disease 

in men, not at the latter part of life, when the degenerative 

and neoplastic diseases increase in frequency, but in the pe- 

riod which should be the prime of their productive careers. 

calendar 

Mar. 11 — Alumni Assn. Dinner Meeting — 
Hunt Valley Inn 

Mar. 19 — NARD Legislative Conference — 
Washington, D.C. 

April 5S — MPhA SPRING REGIONAL — 
QUALITY INN, Catonsville 

April 21-26 — APhA Convention — Anaheim, 
California 

May 6 — AZO — Fritz Berman Seminar 
June 22-24 MSHP Seminar — Hershey, Pa. 
June 24-28 — MPhA CONVENTION — 

TAMIMENT, PENNSYLVANIA 
July 30/Aug. 14 — MPhA TRIP TO AUS- 

TRIA, GERMANY & SWITZER- 
LAND. Our First Two Week Vacation 
Trip!! 
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Hebe d Bla limibosft fotadlaailln Brace Ste 
of Rhode Island North is at U Auburn U f Wisconsin 

Remember 
the summer of '782 
Last Summer, four young people joined The 
Upjohn Company as part of the NPC Pharmacy 
Internship Program. 

They added to their educational process 
. learned about manufacturing, quality con- 

trol, pharmaceutical research, and marketing/ 
sales, 

We hope we answered their questions. 
Certainly, we took their suggestions to heart. 

And when the 10 weeks were over, we 
parted knowing that we'll enjoy seeing each 
other in the years ahead. 

And reminiscing about the summer of '78. 

©1978, The Upjohn Company, Kalamazoo, Michigan 
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DEANS CLUB 
(Contributions from $500.00 to $999.00) 

Dr. Samuel W. Goldstein 
Mr. Anthony G. Padussis 

CENTURY CLUB MEMBERS 
(Contributions from $100.00 to $499.00) 

Dr. John Austin 

Mr. Morris Bookoff 
Dr. J. H. Fitzgerald Dunning 

Mr. Milton L. Elsberg 
Mr. Robert A. Harnish, Sr. 

Mr. & Mrs. William Ichniowski 

Mr. I. Earl Kerpelman 

Dr. William J. Kinnard, Jr. 
Dr. Morton D. Kramer 

Dr. John C. Krantz 

Dr. Dean E. Leavitt 

Mr. James H. Lyon 

Mr. Martin B. Mintz 

Mr. Jack Oken 
Mr. Arron A. Paulson 

Dr. Harry M. Robinson, Jr. 

Miss Zoe C. Robinson 

Mr. John Sentman 

Mrs. Frank J. Slama 

Dr. John P. Urlock, Jr. 

Mr. George C. Voxakis 
Mr. Ferdinand F. Wirth 

Mr. Martin I. Wolf 

Mr. Cleveland K. Yee 

Name Withheld 

Contributions from $50.00 to $99.00 

Mrs. Ingrid R. Baramki 

Mrs. Monica A. Carter 

Miss Margaret V. Dorsch 
Mr. John H. Dougherty 
Mr. & Mrs. Donald B. Elliott 

Mr. Donald O. Fedder 

Ms. Catalina Franco 

Mr. Paul Freiman 
Mr. Paul G. Gaver, Jr. 

Miss Ursula E. Heyer 

Dr. Naim Khazan 
Mr. Jerome Kirson 

Dr. Stanley A. Klatsky 

Mr. Meyer G. Kushner 
Mrs. Nancy Gehauf McConnell 
Mr. Amin Mansour 

Mr. Arnold J. Neuberger 
Mr. Thomas E. Patrick 

Mr. Chester L. Price 

Mr. Stanley E. Protokoicz 

Mr. Melvin N. Rubin 

Mr. Henry G. Seidman 
Mr. Robert E. Snyder 
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UNIVERSITY OF MARYLAND SCHOOL OF 

PHARMACY ANNUAL GIVING FUND 

Mr. James Tristani 

Mr. Charles Wagner 

Mr. Jonas J. Yousem 

Miss Martha L. Adams 
Mr. Charles M. Alpert 
Mrs. Marsha F. Alvarez 

Mr. Michael J. Appel 

Mr. Donald Aronson 

Mr. John J. Ayd 
Mr. David B. Bagwell 
Mr. Anthony E. Balcerzak 
Mr. Jack Barshack 

Mr. Harry Bass 

Mr. William H. Batt 

Mr. John H. Beam 

Dr. Robert S. Beardsley 

Miss Carla J. Beckmann 

Mr. Frank A. Bellman 

Mr. John F. Bender 

Mr. Abraham S. Berman 

Mr. Louis M. Bickel 

Mr. Stephen B. Bierer 
Dr. David A. Blake 

Mrs. Karen S. Blender 

Mr. Alvin M. Blitz 

Mr. Samuel S. Blumson 

Mr. George C. Bohle, Jr. 

Mr. Noel J. Bosch 

Mr. Curtis Bowen 
Mr. Geoffrey J. C. Boyd 
Mr. Robert Brundelre 

Mr. Sydney L. Burgee, Jr. 
Mr. Robert M. Caplan 

Mr. Stanley Caplan 
Dr. & Mrs. Yale H. Caplan 

Mr. Bernard Cherry 
Dr. Ho Chung 

Mr. Samuel H. Cohen 

Mrs. Karen T. Collins 

Mr. David A. Custer 

Mr. Paul T. Cuzmanes 

Mr. James W. Crook 

Mr. Richard Cysyk 
Mrs. Geraldine A. Daly 
Mr. Hyman Davidov 
Mr. David M. Davis 

Mr. Thomas C. Dawson 

Mr. Dudley A. Demarest 
Mr. Hyman Dickman 
Mr. Vincent R. Di Paula 

Mrs. Marsha M. Dudding 
Mr. William H. Dyott 

Mr. James D. Edwards 

Ms. Kristine W. Ellinger 
Mr. Francis S. Eng 

Mrs. Geraldine L. Epley 

Mr. Edward A. Etzler 

Mr. Vincent L. Fabino 

Mr. Joseph Fannella 

Mr. Jack Feldman 

Mr. Francis T. Fink 

Miss Helene D. Framm 

Mr. Paul M. Friedlander 

Ms. Paula D. Funk 

Mr. Howard J. Gampel 
Mr. Andrew Glonoso 

Mr. Daniel M. Gold 

Dr. Ronald Goldner 

Mr. Thomas E. Goelz 

Mr. Sam A. Goldstein 

Dr. Herbert N. Goldstone 

Mr. Jerrold J. Golob 

Mrs. Hinda Shapiro Gordon 
Mrs. Shirley G. Greenberg 
Mr. David D. Greenfeld 

Mr. Charles M. Gresser 

Mr. Warren A. Gronert 

Mr. William Gross 

Mr. Harry Hamet 
Ms. Judith A. Hartner 

Ms. Marian L. Haskell 

Mr. Leroy G. Hausler 

Mr. Gerald J. Heilman 

Dr. Colen C. Heinritz 

Mr. Irving Jerome Heneson 
Mr. Charles E. Hesson 

Mr. Samuel F. Higger 
Mr. Richard H. Hodges 
Mrs. Narta Hoffman 

Dr. R. Gary Hollenbeck 

Mr. Arnold J. Honkofsky 

Mr. William B. Jackson 

Mr. Eugene Jacobs 
Mr. Leonard Jarkowski 

Mr. & Mrs. 
Mark C. Jaskuski 

Mr. Clarence A. Jeffers, III 

Mr. Douglas M. Kadan 
Mr. Irvin Kamenetz 

Mr. Phillip R. Karn, Sr. 
Mr. Gabriel E. Katz 

Mr. Ronald A. Keech 

Mr. George R. Keller 
Mr. Walter Kirson 

Mr. Stephen B. Kistler 

Mr. Melvin G. Kitt 

Mr. Stephen C. Klebrowski 
Mr. Alfred Klotzman 

Mr. Benjamin Kobin 
Dr. Charles J. Kokoski 
Mr. Raymond J. Krastel 

Mr. Norman Kronberg 

Dr. Charles S. Kumkumian 

Mr. Herbert Kwash 

Dr. Peter P. Lamy 

Mr. Louis W. Lang 
Mr. Thomas E. Lane, Jr. 

Mrs. Jeffie R. Langston 

Mr. Stephen L. Lauer 

Mrs. Shirley Leaderman 

Dr. A. G. Leatherman, Jr. 

Mr. Henry D. Leikach 

Mr. Joseph H. Lerner 
Mr. Norman L. Levin 
Dr. Stephen P. Levin 
Mrs. Margaret W. Lew 

Mr. Joseph Libercci 

Mr. Allan Lisse 
Mr. Joseph W. Loetell, Jr. 
Dr. Raymond C. Love 

Mr. Ivan I. Rotkovitz 
Mr. Jonathan C. Rowe 

Mr. Israel Morris Ruddie 

Mr. James Rhodes 

Mr. Henry A. Santoni 

Mr. William M. Satisky 
Dr. Isadore Sborofsky 
Mr. Abraham B. Schapiro 

Mr. & Mrs. Ronald Lubman Mr. Ronald Schneider 

Dr. William R. Lumpkin 
Mr. Nicholas C. Lykos 
Mr. Bernard C. McDougall 

Mr. Walter P. Macek 
Mr. Frank J. Mackowiak 
Dr. Frederick J. Magaziner 
Mr. John G. Magiros 
Ms. Donna B. Mallard 
Mr. Alexander M. Mayer 

Mr. Max L. Mendelsohn 

Mr. Kenneth Mills 
Dr. J. Edward Moreton 
Mr. Hans Morgenroth 

Mr. William A. Morgenstern 

Mr. John M. Motsko 

Mr. Charles R. Mund 

Mr. Arnold J. Neuburger 
Mr. John R. Newcomb 

Mr. Jay R. Newirth 

Miss Harriet R. Noel 

Mr. Marvin L. Oed 

Mr. Meyer Oxman 
Mr. William H. Packett 

Dr. Francis B. Palumbo 

Mrs. Ruth V. Pape 

Mr. Frank S. Parrish 
Mr. Leonard N. Patras 

Mr. William L. Pearlman 

Mr. Sheldon Pelovitz 

Mr. Anthony J. Petralia 

Mr. George J. Pletka 

Ms. Bonnie L. Pitt 
Mr. 

Mr. 

Mr. 

Mr. 

Mr. 

Charles A. Priller, Jr. 

Albert Prostic 

Harry J. Prostic 

Richard J. Pycha 
Mr. Gerald M. Rachanow 

Mr. Dennis R. Reaver 

Mr. Joseph C. Reyerson 
Mr. James W. Rhodes 

Mr: David R. Richardson 

Mr. Emanuel Richman 

Dr. M. David Richman 

Mr. Peter Ritterstein 

Mrs. Mary J. Robl 

Dr. David S. Roffman 

Mr. Bernard R. Rosenberg 

Mr. Leon Rosenberg 

Mr. William C. Rossberg 
Mr. Edward B. Roth 

Mr. Martin Roth 

Richard W. Pollhammer 

Mr. Michael Schneyer 

Mr. C. Donald Schott 

Dr. David J. Seff 

Mrs. Milda I. Serntuksnis 

Mr. Alan Sherman 

Dr. Andrew W. Silbert 

Mr. Albert M. Silverman 

Mr. Morton I. Silverstein 

Mr. Norman Sober 

Mr. Melvin J. Sollod 

Mr. James A. Spahn, Jr. 
Dr. Teresa S. Spindel 
Mr. Joseph M. Stevenson 
Mr. Alan Stoff 

Mr. Meyer Stoler 

Mr. John J. Strauch 

Mr. Joseph Strauch 
Mr. Leon Strauss 

Mr. Bernard A. Sulewski 
Dr. W. Taylor Sumerford 
Mr. Thomas J. Suter 

Mr. George W. Swope, Jr. 
Mr. Frank J. Tamberino 

Mr. David P. Tenberg 

Mr. Joseph A. Teramini 
Mr. James N. Trattner 

Mr. Albert F. Turner 

Mr. John Vakoutis 

Mr. Angelo C. Voxakis 
Mr. Charles H. Wagner 
Mr. Dennis M. Wagner 
Dr. Alvin Melvin Waldman 

Mr. Morris Walman 

Mrs. Pearl C. Walsh 

Mr. H. Nelson Warfield 

Dr. Myron Weiner 
Mr. Phillip P. Weiner 
Mr. William Weiner 

Mr. Hal J. Weinstock 

Mr. Frederic M. Weiss 

Mr. Carlton Wich 

Mr. Jay A. Weing 
Mr. Bernard Weisman 

Mr. Harry R. Willie 
Mr. C. Bennett Williams 

Mr. Rudolph F. Winternitz 

Mr. Robert F. Wolf 

Mr. Martin W. Wolff 

Mr. Donald R. Young 
Mr. Henry P. Zetlin 
Mr. S. Nathan Zilber 
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BMPA and Eastern Shore 
Hold Annual Banquets 

= 
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Sappe. 

Pictures courtesy Paramount Photo Service 

Out-going President Milton Sappe (right) pre- 
sents an award to the 1979 BMPA Honorary 
President, Allan Posner from Loewy Drug 

Company. 

:astern Shore Pharmaceutical Association 

’resident, R. Lee Kestler, presided over the 
innual Meeting held January 28th in 

‘ederalsburg. 
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BMPA President Ralph T. Quarles delivers 
brief remarks at the Annual BMPA Banquet 

which was held February 11th. Well over 300 

Pharmacists, families, friends and invited leg- 
islators attended the 63rd annual event. 

Banquet Grand Marshall Charles Spigelmire presents the Pharmacists Help-Mate Award to Betty 

— 

¥ elie | ae 
Members of the Association attended a business meeting priortothe William J. Kinnard, Jr., Dean of the University 
Banquet and among other items of business memorialized the death of Maryland School of Pharmacy, delivered 

of pharmacist William T. Connor. the Key-Note address at the Banquet. 

Y 
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PROGRAM 

9:00 REGISTRATION AND COFFEE 

9:45 INTRODUCTORY REMARKS 

10:00 Morning Session: 

“ARTHRITIS — DIAGNOSIS AND 
MANAGEMENT” 

Marcia Schmidt, M.D. 

Department of Medicine 

Division of Rheumatclogy 

University of Maryland 

Gordon Ireland, Pharm.D. 

Veterans Administration Hospital 

Baltimore, Maryland 

Assistant Professor of Clinical Pharmacy, School of Pharmacy 

hee Discussion Session 

12:00 Luncheon 

1:00 Afternoon Session 

“PHARMACY, THE PHARMACIST AND 

PROFESSIONAL BODY LANGUAGE” 

Program of The Academy of Pharmacy Practice, APHA 

A Communications and Professional Problem Solving Skills Workshop 

3:30 Adjournment 

5/2 Continuing Education Credits applied for in Applicable States 

| ALPHA ZETA OMEGA PHARMACEUTICAL FRATERNITY 

FREDERIC T. BERMAN PHARMACY SEMINAR 

Registration - $12.00 (Luncheon Included) 

$ 7.00 (Undergraduates) 

| My Check for $ is enclosed for persons for the seminar. 

Name Mail to: 

VRS Stanley Karmiol 

3418 Janvale Road 

| Phone Baltimore, Md. 21207 

| Phone 528-7589 
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ALPHA ZETA OMEGA PHARMACEUTICAL FRATERNITY 

In Cooperation With The University of Maryland School of Pharmacy 

ANNOUNCES 

THE FIFTH ANNUAL 

FREDERIC T. (FRITZ) BERMAN PHARMACY SEMINAR 

to be held on Sunday, May 6, 1979 

at 

HOLIDAY INN, BELMONT 

1800 Belmont Ave. 

Baltimore, Md. 

(Next to Martin's West) 



Who Can Give Information 

About Drugs in a Pharmacy? 

Because of legislation initiated and drafted by the 

Maryland Pharmaceutical Association only a pharmacist 

or pharmacy extern can give information about drugs 

and medicines and their therapeutic values, potential 

side effects, and uses in the treatment and prevention of 

diseases in Maryland. The bill was introduced by Dele- 

gate Torrey Brown, a physician. 

The law in effect recognizes that in a pharmacy there is 

a specific health professional who is particularly quali- 

fied by education and training to counsel a member of the 

public who seeks information and guidance about 

medication. 

By contrast, in establishments other than a pharmacy, 

the public is open to the dangerous practice of receiving 

advice and recommendations about drug therapy from 

clerks with no qualifications in providing health care. A 

host of the ‘‘over-the-counter’’ remedies so readily 

available in all kinds of outlets contain potent drugs, 

many of which require a physician’s prescription in 

larger doses. Pharmacists should take every opportunity 

to educate the public that their health and often their very 

lives are at stake. When people seek advice from un- 

qualified employees of emporia, such as supermarkets 

and variety stores, they are playing Russian roulette. 

Only ina pharmacy is there a person, as required by law, 

who is competent to answer the public’s questions about 

drugs factually and to direct people to the proper medical 

practitioner as indicated. 

In this issue of THE MARYLAND PHARMACIST you will 

find a poster suitable for display in pharmacies. We 

suggest that the poster be attached to a stiff cardboard or 

a sign with an easel back. Place this important message in 

a prominent place. Clerks in pharmacies can point to the 

sign as a backup for patrons requesting information. It 

will make referring them to the pharmacist on duty much 

easier. Over a period of time it will go a long way in 

getting the public to accept the fact that the pharmacy is 

the place to get medication because 

YOUR NEIGHBORHOOD PHARMACIST CAN 

SAN ESY OU RSL Ee 

THE MARYLAND PHARMACIST 

(Detach and Post) 



MARYLAND LAW requires that in a pharmacy only a PHARMACIST or 
PHARMACY STUDENT under the supervision of a pharmacist may 
provide information to the public concerning drugs and medicines 
and their therapeutic values, potential side effects, and uses in the 
treatment and prevention of diseases. 

YOU can receive this assurance ONLY in a PHARMACY. 

INSIST ON YOUR RIGHT TO PROFESSIONAL ADVICE. 
MARCH, 1979 13 
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Bus some maganened, faprtack books 

Gmncl conics Aad tome bach Ur MEE etd. 
OF ine fw, 9 eats Pas 3B 

That’s the prescription you can fill again and again for your customers if you have a fully 
stocked magazine department. 

Reading is a tonic for everyone. SELLING the reading material is our specialty. And it 
should be yours because turnover is the name of your game and nothing you sell turns over 
faster or more profitably than periodicals. 

If you’re not now offering periodicals to your customers, you should be. Just ask us how 
profitable it can be. 

And if you do have a magazine department, chances are your operation has outgrown it 
and it should be expanded. 

Think big. The great majority of our customers did more business with us in 1977 than in 1976. 

Get on the bandwagon. Call Phil Appel today at: 

The Maryland News Distributing Co. 
(301) 233-4545 
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iability 
Protection 

(It comes with every tablet you dispense) 
A significant article on phar- 

macy law stated that “it is not 
unlikely that pharmacists substitut- 
ing therapeutically or bioequivalent 
drugs for those prescribed will face 
increasing confrontation in the 
courts on the issue of their liability 
for unanticipated or adverse reac- 

tions from drugs dispensed by — 

fill a prescription for TYLENOL® 
with Codeine tablets or elixir—and, 
for that matter, for every McNeil 
product you dispense. The “McNeil 
Pharmacist Protection Policy” gives 
you this assurance. (If you don’t 
already have a copy, you might like 
to send for one.) © 
_ Today's pharmacist faces many 
problems. 
is One you can avoid 

WITH CODEINE 
TABLETS 
No. 3 

NDC 0045.0513-60 
Coch tablet contains | 

Codeine Phosphate 30mg. (WO 
Warring — May be habit torming. : 

AC#taminophen 300 me. 
: ; 

McNeil Laboratories, McNEILAB, Inc., Fort Washington, Pa. 19034 TYLENOL with Codeine tablets are manufactured by McNeil Laboratories Co.. Dorado, Puerto Rico 00646 ~~ © McN 197 

MARCH, 1979 

Unnecessary liability risk 
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TROJANS 
Special Spring Sale 

15% off on the two best-selling brands 
of naturally lubricated condoms. 

As an extra profit bonu: ungs territory manager 
is offering the nation’s two b a 
brands of naturally lubricated condoms a) orget to ask them for all the 
Trojan-enz® lubricated and Trojan® brand ils ON Our Unique co-op advertising 
Guardian® —at 15% off. allowance program...from the makers of 

This special Spring sale runs from Feb- Trojan® condoms, the number one selling 
ruary 1st through April 30th, and covers brand in drug stores. 

any size package—3s, 12s, or economy =U YOUNGS DRUG PRODUCTS CORPORATION 
size 36-packs. Call your wholesaler or your rouras PRO. Box 385, Piscataway, New Jersey 08854 ©Y.D.P.C. 1979 

While no contraceptive is 100% effective, Trojan brand condoms, when properly used, are highly effective against pregnancy and venereal disease. 
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LOEWY DRUG CO. —_ DIVISION OF eM, 

Has For Your PHARMACY a5 )g 
NN 

A Complete Price Sticker and ”"~ 
Order Entry Program. 
Now Operating in over 500 Pharmacies Like Yours. 
THE SERVICE PROVIDES: retail price sticker & shelf labels, allowing you selective 
pricing for all items you purchase. Plus customized pricing for up to 1500 items. 
Two price system. 

OVER THE COUNTER MERCHANDISE RX MERCHANDISE 

TAME CR RIN 8 OZ. 
we Cole er QTYS2 

7312-1359 

Electronic Order Entry System 
Electronic order entry Terminal for in-store use. It’s light- 
weight, portable and enables you to order 200 line items 
in less than one minute. Transmits over telephone. Opera- 
tional 24 hours a day . . . call at your convenience. _ 

Turnover and Profitability Reports aa | 
Customized series of ongoing Turnover and Profitability : 

_ Reports for Your Store. Helpful information compiled from 

product movement of items in your store. y 

CHECK THE BIG PLUS FEATURES: Ig REPLY COUPON 

LOEWY DRUG CO. 
e Store Identification Labels. | 6801 QUAD AVENUE, BALTIMORE, MD. 21237 
e Complete Product Information. YES, I'd like to get more FACTS ABOUT SPACE: 
e Complete OTC and RX Pricing Stickers. 
e Quarterly Label Color Change. | NAME 
e Tamper-proof (non-transfer) security. 

e Ink Screening of Coded Information. | TITLE 
e Deal Contents Have Price Stickers. 

e Price Stickers for Selected Full Cases. | SNE 

e NDC Numbers on All RX Products. ADDRESS 

e Customized Pricing. 

e Two Price System. | CITY STATE ZIP = 

MARCH, 1979 | 19 



HEW Report to Congress and 

the President on Pharmacists 

The nature and scope of pharmacy, the third largest 
health profession, is changing rapidly. In recent years 

pharmacy education has evolved toward a more clinically 

based program, largely brought about by concern over the 

under-utilization of pharmacists in their restricted role of 

compounding, counting and pouring drugs at the same time 

that patient misuse of drugs and non-compliance with prac- 

titioner instructions was rising. The new emerging clinical 

orientation of the profession will bring the pharmacist much 

closer to both the physician and the patient. 

While some growth in numbers of pharmacists has 

taken place in recent years, substantial growth of the pro- 

fession is expected in the future. Growth in the number of 

new pharmacists will be mitigated somewhat by the fact 

that an increasing proportion of pharmacy graduates will be 

women, and may be somewhat less likely than male 

pharmacists to work on a full-time basis. 

The new HPEA legislation (P.L. 94-484) states that to 

be eligible for a grant under Section 770, each school of 

pharmacy must give assurance that their students will 

undergo a training program in clinical pharmacy. These 

programs are to include inpatient and outpatient clerkship 

experience in a hospital, extended care facility or other clin- 

ical setting; interaction with physicians and other health 

professionals; training in the counseling of patients with re- 

gard to the appropriate use of and reaction to drugs; and 

training in drug information retrieval and analysis in the 

context of actual patient problems. By 1990, approximately 

one half of all active pharmacists are expected to be trained 

in this manner. However, there will still be a substantial 

number of older pharmacists who are not so trained, and the 

role of these pharmacists in the delivery of health care will 

undoubtedly have to be reexamined. 

There are a number of other developments relating to 

pharmacy that need to be watched. Foremost is the 

possibility that the supply of pharmacists may exceed the 

demand for their services, possibly in the mid-1980’s. The 

current need for additional pharmacists appears less critical 

than in other health professions, and with the substantial in- 

crease in pharmacists projected to take place in the next 

decade or so, a situation could develop in which there may 
not be enough positions available for future pharmacy 

graduates, either nationally or in specific areas of the coun- 

try. The substantial number of women entering the field is 

also expected to alter the practice of pharmacy, since this 

20 

will mean that a far greater proportion of pharmacists may 

be employed on a less than full-time basis than at present. 

The effect these developments will have on the practice of 

pharmacy needs to be addressed. 

Another development of potential consequence is the 

spread of health insurance plans that include reimburse- 

ment for the costs of prescription drugs. The pattern of 

financing of health services by third-party payment is 

rapidly becoming the norm, and any national health insur- 

ance program is very likely to include payments, in whole 

or in part, for prescription drugs, replacing the historical ar- 

rangement whereby the patient or client pays the pharma- 

cist directly. The influence of such third-party payers could 

clearly affect the economics of retail pharmacy and the 

practice of pharmacy generally, although the direction is 

uncertain. Related issues of quality control and cost con- 

tainment of pharmacy services will also likely affect the 

practice of pharmacy. 

In the years ahead, according to the report of The Study 

Commission on Pharmacy,! the greatest change in phar- 

macy may occur among those pharmacists engaged in dis- 

pensing. The shift to more organized and larger forms of 

health care delivery systems — such as hospitals, clinics, 

and HMO’s — may also change the place where many 

pharmacists work. The possible shift of dispensing 

pharmacists from solo practice to members of a group fur- 

nishing a comprehensive health service of which drug serv- 

ices are an integral part, will require increasing collabora- 

tion with other pharmacists and other health professionals. 

As a member of a health service organization, a pharmacist 

may be responsible for interacting with patients by reinforc- 

ing the physician’s instructions about drug therapies and by 

keeping drug utilization records. 

Numbers and Characteristics 

of Pharmacists 

In 1973 there were approximately 116,600 active regis- 

tered pharmacists in the United States. Some growth, al- 

though not substantial, in the numbers of active pharma- 

cists has taken place in recent years. Nearly three-fourths 
of all pharmacists worked in community pharmacies. Of 

these, about one-half were in independent establishments, 

an additional one-fourth were in chain stores, and the re- 

maining one-fourth worked in hospitals, nursing homes, 

government, education, or manufacturing. Overall, about 

THE MARYLAND PHARMACIST 



Table Vil-1. Number of active pharmacists by sex and place of practice: 1973 

Total Total Total 
Active Active Active 

Place of practice ___ pharmacists Percent males Percent females Percent 
Bc OTe Sect et oe een peat 2) ve eee 116,562 100.0 103,732 100.0 12,830 100.0 

Independent community pharmacy ............cccccccccccssssosserescecesescssevecescececececeses 54,884 47.0 50,418 48.6 4,466 34.8 Small chain community DUVEINTI ACY soo cca seoressan psoas ace ee 13,144 11.3 11,915 11.5 1,229 9.6 Large chain community pharmacy.............ccccccccceceseccssccesccosesesecceccccdececcceesess 17,929 15.4 16,331 15.7 1,598 hee Clinic or medical building PNAMMACY oak ahi Pee eh ees, ee ne eee 4,438 3.8 3,746 3.6 692 5.4 PHCATBITNG FONG ies, edhe conse oectebt indice oe ee a a 498 0.4 364 0.4 134 1.0 PITDVAIS NOS DIALS 1 eiee6, feck oj cnctnniclon Pia hah tee iS Dee ae 10,798 9.3 7,756 Tes. 3,042 23.7 Government non-federal hospitals................ccsesssssssssssessssssssssescescesessesceeeesesn. 3,622 3.1 2,794 2.7 828 6.5 Other State and focal Government. 5.55 s.scisnsecncaeice ce 1,300 het 1,052 1.0 248 1.9 Government federal hospital 
ICLUCINGIMilitary) cette ee, pyc ees ne 2,100 1.8 1,903 1.8 197 ee RaTiOF JOGSTAl GAVE NINON ited cn pis Bev.ceetig iru ee ee 340 0.3 310 0.3 30 0.2 Prannacsutical manutactironi.. gine (cll ee ee alee ee 5,119 4.4 4,990 4.8 129 1.0 EUsNaceulical WiGlesaler nr. ...uvcct ek to ae a 443 0.4 418 0.4 25 0.2 WONEQS OS PHALMACY roi vcisleescbek ered ee Re penn 1,418 ave 1,265 Vee 153 V2 OUT eS ind be Sep od ire ek eS en: eee RN Dr et Ns Plas ONG 533 0.5 474 0.5 59 0.5 

Source: Pharmacy Manpower Information Project: American Association of Colleges of Pharmacy, 1973. NIH Contract No. 71-4178. 

one-third of the community pharmacists were proprietors, 
and two-thirds were salaried employees. Most of the phar- 
macists working in hospitals and nursing homes, govern- 
ment, education, or in manufacturing are probably salaried 
employees. (Table VII-1) 

The proportion of pharmacists working in indepen- 

dently owned pharmacies has decreased significantly since 

1966, when 68.5 percent either owned or worked in an inde- 

pendent community pharmacy. By 1973, this proportion 

had dropped to 47.0 percent. The proportion of pharmacy 

practitioners working in chain pharmacies has risen from 

14.0 percent to 26.7 percent during this same period. The 

percentage of pharmacists employed in hospitals has in- 

creased from 8.0 to 14.2 percent since 1966, while the num- 

bers employed by the manufacturing and wholesale indus- 

tries have remained relatively constant. 

The age distribution of pharmacists by practice setting 

reveals much about the nature of the profession. Among 

younger pharmacists there appears to be a sharp trend away 

from independent pharmacies and toward chain phar- 

macies and hospitals. (Table VII-2) An increasingly large 

proportion of pharmacists employed by federal hospitals, 

private hospitals and chain pharmacies are under 30, while 

the percentage of young pharmacists practicing in indepen- 

dent pharmacies is much lower. This underscores the gen- 

eral trend away from independent pharmacies, and also 

may be an indication of preference among recent graduates 

for the security of an institutional work setting. 

In essence, it has taken only about 20 years for phar- 
macy to change from a profession characterized by practi- 
tioners as pharmacy owners to one in which pharmacists 
are predominantly employees. As the health care system 
evolves and pharmacy continues to change with it, other 
changes in the employment status of pharmacists will un- 
doubtedly take place. 

In 1973, the average pharmacist worked about 44 hours 
a week at his primary place of practice (Table VII-3). Fif- 
teen percent of all pharmacists had a secondary place of 
practice at which they averaged an additional 15 hours per 
week. Pharmacists working in community pharmacies had 
the longest work week, approximately 46 hours, while 
those employed in nursing homes had an average work 
week of only 37 hours. It would appear that pharmacists 
who work in nursing homes are mainly part-time em- 
ployees. As the population continues to age, and the nurs- 
ing home industry continues to grow, the effects of this 
trend on pharmacy manpower may increase in significance. 
Further changes in health care financing might also affect 

the need for pharmacy manpower in this area. 
Of the estimated 147,800 licensed pharmacists in the 

United States in 1973, one out of five (21.1 percent) was 

Classified as inactive, that is, not currently practicing phar- 

macy or pharmacy related work. This represents a poten- 

tially substantial pool of licensed non-practicing manpower 

for the profession, more so than in any other health profes- 
sion except nursing. 

Table Vil-2. Percentage of active pharmacists by age group and place of practice: 1973 

Age group 
Less than 70 or 

Place of practice 30 30-39 40-49 50-59 60-64 65-69 older 

independent community pharmacy.ccte.:.202 eta teect cence. 8.7 22.1 27.0 19.1 8.6 7.8 6.7 
small.chainicommunity pharmacys. :2.cseee ee ane oe 17.4 29.5 24.3 14.8 5.8 5.0 3.2 
Patge chainicommunity pharmacyur-ec.. . oe ee een ee 22.8 31.9 ele 13.8 Sst 3.5 aleve 
Clinic or medical building pharmacy uxtec.ace-cscccc ee ee 14.4 21.4 27.3 16.2 6.4 5.2 3.4 
NOrsing NOM@ ste essence en Rhee ioe ene ck 13.5 24.9 20.5 14.2 7.6 8.6 10.7 
erivate Os pital’ sce eyeeites thee eitices Sises ooh os acl vee Ree eS ee Soca 27.1 31.5 18.1 5.3 3.8 2.4 
Government non-federal hospitals.................cc:cscssesesesesesesessescecececscsecscacseseees 25.1 29.1 20.8 14.0 5.1 41 1.8 
Other State and local government ny.c.ssaicic. ss cana ea ee ere 1:6 22.6 20.3 21.8 9.5 7.2 3.0 
Government federal hospital (including Military).........c.ccccscscccsecesseesesvseseeeeee 35.2 24.9 16.2 19.3 3.1 1.1 0.2 
Other federal.governmentsecctcen, Cr ee ee 17.0 26.5 28.6 723 85 3,7 2.4 0.7 
harmaceuLicalmanulacturerscacnisccccvn, ch een ee, §.9 27.2 32.6 22.7 8.0 2.9 0.7 
Pharmacettical' wholesaletiat ssctecns.d.ce sok tee ee ey 1.8 12.8 PH bT f 19.1 19.6 12.0 7.0 
CCIOCIOLOT ON AC BENT ofan ans da asevcuts Ment he I a 21.1 35.4 20.7 15.4 4.2 2.2 1.0 
CLUE) eres oper en 2 eee ae a 10.6 34.0 23.4 14.8 ee 6.5 3.5 

Source: Pharmacy Manpower Information Project: American Association of Colleges of Pharmacy, 1973. NIH Contract No. 71-4178. 
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Women and Minorities in Pharmacy 

The most dramatic trend in pharmacy manpower is the 

dramatic increase in the number and percentage of women 

entering the profession. In the past, only a very small pro- 

portion of practicing pharmacists were female, but phar- 

macy is now in the midst of a change in the sexual composi- 

tion of its manpower pool. For example, in 1950 only 4.0 

percent of the active pharmacists were women. By 1970, 

this percentage had risen to 9.0 percent, and by 1973 to 11.0 

percent. This trend is expected to continue for some time 

because the percentage of women enrolled in the final three 

years of study in colleges of pharmacy is steadily increas- 

ing. In 1963-64, 13 percent of the students in this class were 

female. By the 1976-77 academic year the proportion of fe- 

males had risen to 37 percent. 

The impact of the increased proportion and number of 

female practitioners will be felt in all areas of pharmacy, es- 

pecially in hospital pharmacy. While women pharmacists, 

like male pharmacists, were most numerous in community 

pharmacies, they comprised over 28 percent of hospital 

pharmacists. The attraction of women to the institutional 

setting is easily understood because it offers a professional 

watched very carefully to make certain that the career pat- 

terns of women pharmacists do not significantly reduce the 

availability of pharmacist services. The most obvious ways 

of increasing both male and female pharmacist productivity 

would seem to be increased use of subprofessionals and in- 

creased utilization of technology. 

According to the pharmacy manpower information sur- 

vey of 1973, only one of every 25 active pharmacists was a 

member of a minority group. The South Atlantic division 

had the highest proportion of Black American pharmacists, 

nearly one-third of whom were located in the District of 

Columbia. The Pacific Division had the largest proportion 

of Asian pharmacists, over 14 percent. The majority of 

Asian pharmacists were concentrated in the States of 

Hawaii and California, both of which have large Asian pop- 

ulations. 

Pharmacists who are members of racial-ethnic minority 

groups tend to be concentrated in practice locations deliver- 

ing primary care, that is, in community and hospital phar- 

macies (Table A-VII-1). Looking at the distribution for each 

racial-ethnic group, a slightly different pattern emerges. For 

example, black pharmacists tend to be more evenly distrib- 

Table VII-3. Proportion of pharmacists by piace of practice and by average workweek 
at principal and secondary locations: 1973 

Principal Location Secondary Location 

Proportion of Average hours Proportion of Average hours 
practitioners worked per practitioners worked per 

Place of practice (percent) week (percent) week 

ALU places 080 en ee eee 100.0 44 100.0 a5 

Independent pharmacy <..3:cicccsc hie: cs 1estsesteersteeee cess 47.0 46 18.4 14 
Chain pharmacys... a ee 26.7 44 Hii2 15 
Oia Coe weeny ern yig aah aN a Oy eS 3.8 43 9.5 aS 

NufSing <3. see ties ees, Rae ee 0.4 37 29.1 16 
Hospitalivcc cis act Sree ol a ee 14.2 40 18.0 16 
Manufacturer nc isi reccccces ce 4.4 44 1.6 15 
Other. cca ee ee ee ee is 3.5 43 12.2 15 

atmosphere and regularly scheduled working hours, 

providing for basic adaptation to the dual roles of career and 

family. 

One of the concerns surrounding the employment of 

professional women is how to retain large numbers of them 

for more extended portions of their adult lives; that is, to in- 

crease their work-life expectancy, at least as measured by 

the average number of years spent in professional activity. 

A study of the career longevity of female pharmacists has 

revealed that their mean professional life is only about 16 

years, primarily because of marriage and family-related re- 

sponsibilities.? 

Existing career patterns for professional women also 

indicate they frequently less than men, in terms of hours 

and weeks of work per year in professional practice. Al- 

though data on women in pharmacy are sparse, evidence 

indicates that the professional career of the average female 

pharmacist is shorter than that of the average male pharma- 

cist. For this reason, there is a substantial interest in the 

growing number of women in pharmacy. 

Overall, the percentage of active females in the phar- 

macy work force is projected to rise from 11.0 percent in 

1973, to 19.1 percent by 1980, and to 30.8 percent by 1990. 

In view of these projections, it seems clear that future 

developments among women in pharmacy must be 
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uted among the community and hospital categories than are 

white pharmacists, and Japanese and Chinese pharmacists 

are more evenly distributed than either of the above two 

groups. 

Licensure Requirements 

Initial licensure of pharmacists generally requires a min- 

imum of five years of professional education, of which the 

last three or four must be in an accredited college of phar- 

macy. Applicants in every state except four must also com- 

plete a one year internship; a basic science certificate is re- 

quired in Tennessee. The State Board of Pharmacy may 

prepare a written examination or they may use the national 

examination. According to the American Pharmaceutical 

Association, the National Pharmaceutical Licensure Ex- 

amination (NABLEX) was first administered in 1970. By 

1976, it was being used, at least in part in 44 states. Each 

State Board of Pharmacy determines the extent to which 

the examination is used. Practical and/or oral examinations 
are additional parts of the examination in some states. Cali- 

fornia and Florida are the only two States that do not have 

reciprocity agreements with other States. 

Recent Developments in Licensure 

Continuing education for pharmacists, as for several 

other health professionals, is becoming of increasing inter- 
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Welcome 

amimen 

MPhA Convention 

June 24-28th 

Plan Now to Attend 

In this world of plenty you may be content on a chaise lounge at 
lakeside or poolside . . . soak up the sun and digest the pure 
mountain air. . . read a book in a flower garden. . . indulge in 
your favorite sport. . . sip a drink in the cocktail lounge. . . take 
a lazy walk about the lake and along wooded paths which are 
part of 2200 acres of natural wonderland. 

This year’s Maryland Pharmaceutical Association An- 
nual Convention will mark the 97th time that pharmacists 
have gathered together for social, educational and busi- 
ness purposes at our annual meeting. The Convention 
Planning Committee has put together a unique program 
combining continuing education programming and en- 
tertainment. 

Tamiment represents the very finest in resort hotel 
facilities offering a wide variety of sports and entertain- 
ment complexes combined with exceptional dining and 
hotel accommodations. 

Plan now to attend our “break away” Convention. It is 
a delightful change from previous years and a chance to 
meet old friends in new surroundings. Mark your calendar 
now for June 24th to 28th and watch for additional infor- 
mation. 

——S———————————— re ee ee oe 

est to the profession. Thirteen states require pharmacists to 
participate periodically in courses, programs, or seminars 
as a condition to license renewal. Although the precise pro- 
grams are determined by the individual state boards. In the 
fall of 1975 the American Councilon Pharmaceutical Educa- 
tion (ACPE), which is the nationally recognized accrediting 

agency in pharmacy, was requested to accept responsibility 

for developing a program to assure quality in pharmaceu- 
tical education. 

Although participation in continuing education does not 
by itself assure that the practitioner is maintaining his 
competence, it is believed to be the most effective method 

available by which practitioners may update and enrich 

their qualifications. 

Geographic Distribution of Pharmacists 

According to the widely utilized measure most of even- 

ness of geographical distribution of health professionals, 

pharmacists are the most evenly distributed of all the health 

professions. Recent developments indicate a continued 

movement toward greater evenness of geographic distribu- 

tion of pharmacists. A factor that is likely related to the dis- 

tribution of pharmacists is the fact that nearly all States 

have at least one school of pharmacy and that graduates of 

the schools have tended to practice in the State where they 

received their education. However, these graduates do not 

tend to concentrate in specific parts of the State but appear 

to be spread fairly evenly throughout. 

In 1973, there were 55 pharmacists for every 100,000 

persons in the United States. Table A-VII-2 shows the 

number and proportion of pharmacists by geographic divi- 

sion and State, including the District of Columbia and 

Puerto Rico. The New England Division had the highest 

pharmacist to population ratio (64 per 100,000 population), 
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and the South Atlantic Division had the lowest, 49 per 

100,000 population. These differences between high and 

low ratios are much smaller than in other health fields. 

Among individual States, the ratio ranged more widely, 

from a high of 81 per 100,000 population in the District of 

Columbia and 71 in the State of Massachusetts, to a low of 
29 in Hawaii. 

Unlike other health professionals, pharmacists are rela- 

tively evenly distributed between metropolitan and non- 

metropolitan areas. Metropolitan areas have about three 

times the population of the non-metropolitan areas and 

have only slightly more than three times the number of 

pharmacists. Stated another way, the 73 percent of the 

population in metropolitan areas are served by a nearly 

matching proportion (76 percent) of the active pharmacists. 

There is also relatively little difference in the ratio of 

pharmacist-to-population between large and small 

SMSA’s. 

Counties in SMSA’s of one million or more population 

had 58 pharmacists per 100,000 population while those in 

SMSA’s of under 100,000 population had 52 pharmacists 

per 100,000 population. In non-metropolitan counties, a 

similar pattern is apparent although the differences are 

somewhat greater. For non-metropolitan counties with the 

largest central cities (i.e., of 25,000 population and over), 

the average number of pharmacists was 55 per 100,000 pop- 

ulation, about the same as the ratio for metropolitan areas. 

Similarly, the number of counties in the Nation without a 

pharmacist was comparatively smaller than any other 

health profession. As pharmacists enter health manpower 

shortage areas under Section 322 of the Public Health Serv- 
ice Act, variations among and within geographic areas 

should continue to lessen. 

Part Il will appear in the April issue. 
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Add Another 
33 Hours 
To Your Day... 
without spending another minute 
in your store preparing, writing 
and calling in orders! 

CUT ORDER TIME TO SECONDS 
WITH OUR DIRECT ORDER ENTRY 
SYSTEM. 

Throw away the want book, stop writing 

those nervous little notes to yourself— 
Direct Order Entry is here to make your life 
easier! 

Now, this time-consuming chore can be cut 
to split second efficiency with our Direct 
Order Entry System. In a fraction of the time 

you spend every day compiling and placing 

orders, this system can perform many func- 

tions for better control of your business. 

MAXIMUM PROFITABILITY 
Time is money. And Direct Order Entry frees 

up more of your time so you can be doing 

the things that produce the greatest profit 
for you. 

THE DRUG HOUSE, INC. 
An Alco Standard Company 
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ORDER 200 ITEMS IN 1 MINUTE... 
All order information is at your fingertips on 

pre-printed shelf labels for easy order input. 
You won't waste another moment looking 

up Item numbers, descriptions, strengths, 

NDC numbers, sizes, etc. Simply press the 

buttons and your order is recorded on the 

unit's cassette tape. Then, at your conve- 

nience, just dial the phone and your order is 

quickly and accurately transmitted over 

ordinary telephone lines into our central- 

ized computer. |magine—a 200 item order 

can be transmitted in just 60 seconds... 
from start to finish! 

0000203553 
aS id {3 = 

Lea 17 

ft ATCC 
oe MTT 

R, Paw TA awe 

PRICE STICKERS...complete with all information 
for placing your order. 

DON’T WASTE ANOTHER MINUTE 

START CUTTING CORNERS HERE. 

TELL ME MORE ABOUT 

DIRECT ORDER ENTRY SYSTEMS. 

The Drug House, Inc. 
An Alco Standard Company 

600 S. 17th St., Harrisburg, Pa. 17105 

Attn: W. W. Hensel, RCS Dept. 

Name 

Pharmacy 

Address 

City State Zip 

Phone Area Code(s) 
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MPhA 
DIVIDEND CHECKS! 
As a participating member in the MPhA 

Workmen’s Compensation Program, 

you Can receive a return of the profits 

derived from your annual 

premium. Every year! Up to 35%! 

Interested? Ask Us! 

This plan underwritten by A. D. |. 

Your American Druggists’ Insurance Co. Representative — 

MAYER STEINBERG" 
_ General Insurance Agents and Brokers 

600 REISTERSTOWN RD. BALTO.. MD. 
(301) 484-7000 
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MDA Services Available 

Muscular Dystrophy Association 
Maryland Chapter 

201 West Padonia Road, Suite 602 
Timonium, Maryland 21093 
Phone: 252-5910 

MDA 
SUPPORTS 

¢ Ten major university-based 

neuromuscular disease re- 

search/clinical centers and 

over 400 individual research 

projects in leading medical 

institutions throughout the 
world. 

A nationwide network of 

Who are the victims? 

e Covers 35 neuromuscular diseases, including: M.D., 
M.G., ALS, Spinal Muscular Atrophy and others. 

e Services include: free clinics at Johns Hopkins and Mary- 
land General Hospitals, Orthopedic equipment, physical 
therapy, summer camp and other recreation, transporta- 
tion if needed, for medical visits. 

¢ Cost: free to patients with doctor’s diagnosis, regardless of 
income. 

e Pharmacists: Free literature for your patients is available 
upon request. 

A Few Hard Facts: 
With what diseases 

is MDA concerned? 
The group of disorders known as muscular 
dystrophy, as well as some 30 other tragic 
diseases, all of which progressively weaken or 
destroy voluntary muscle. Muscular dystrophy 
and other of the severest forms of these 
muscle diseases often so debilitate their 
victims that a common cold is fatal. 

Anyone, though onset occurs most often in 
childhood. 

more than 180 diagnostic/ 
treatment Clinics offering a 

comprehensive program of 

medical, therapeutic and 

counseling services to pa- 

tients and their families 
without charge. 

Are there cures? 

Not yet, but some of these disorders are now treatable. MDA supports 
worldwide research to find cures or effective treatments for muscular 
dystrophy and other disorders of the neuromuscular system. Among 
them are the various types of myositis and such serious neurogenic 
conditions as amyotrophic lateral sclerosis (ALS), infantile progressive 
spinal muscular atrophy, peroneal muscular atrophy, Friedreich’s 
ataxia and myasthenia gravis. These conditions, and others, are cov- 

M-111-O 

Two new firsts from District Photo! 

POST Av Pires 
Turns snapshots into personalized picture postcards and greet- > 
ing cards. Encourages customers to order extra prints — those 
to mail, those to keep. 

PLUS FOTO-DATE Puts the date on the back of each 
print, to tell the month and the year it was devel- 
oped. A handy record your customers appreciate. 

Both at no extra cost to you or your customers! 

Both designed to build your photo-finishing profits! 

You get both of these tremendous profit-boost- 
ing features FREE when you're a District Photo 
Dealer. We're the company that’s first with the 
best new developments in photo-finishing — 
Big Shot Borderless Photoprints, Bonus Photo, 
Silk-Finish, and One-Day Service. 

We believe in firsts, because they keep you first 
in sales, 

Call us. In D.C., 937-5300. In Baltimore, 792-7740. 

ered by MDA’s Patient and Community Services Program. 

FOTO DATE: AUG., 1975 2 
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DISTRICT PHOTO ING 
10619 BALTIMORE AVENUE, BELTSVILLE, MARYLAND 20705 
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With more than 10 million chlordiazepoxide HCl scripts per year... 

Why do the overwhelming 
majority of physicians 

specify Librium? 
Chlordiazepoxide HC) 

a Proven performance within a wide 
safety margin 

a Documented experience in actual 
clinical use ; 

cls used concomitantly with 
orimary medications, such as 
anticholinergics and 
cardiovascular drugs. 

The discovery of Librium by Hoffmann- 

La Roche represented a landmark 

in psychotherapeutics. Today, the 

confidence in Librium expressed by 
the medical community is based firmly 

on experience and a well documented 

clinical record. This is why the over- 

whelming majority of physicians con- 

tinue to specify Librium when they 
prescribe chlordiazepoxide HCl. 



Why do the overwhelming 
“majority of oharmacists 

dispense Libriuny? 
(Cnlordiazepoxide HC) 

Proven antianxiety performance: 
unsurpassed safety record 

a Faster turnover with the most 
widely prescribed brand 

3 Liberal Roche return goods policy 
3 Product liability protection program 

when the professional choice is yours 

OTIUT) © 
Coralazepox1ae FICI/FOoche 

wee ygute gr mo ten 

5NGIOMGZSING CGOSUIRS 

oo Please see next page for 
summary of product information. 



LIDNUN) 2228 
Chrordiazepaxiae HCl/Foche 
Please consult complete product information, a summary of 

which follows: 

Indications: Relief of anxiety and tension occurring alone or 
accompanying various disease states. Efficacy beyond four 
months not established by systematic clinical studies. Periodic 

reassessment of therapy recommended 

Contraindications: Patients with known hypersensitivity to the 
drug 

Warnings: Warn patients that mental and/or physical abilities 
required for tasks such as driving or operating machinery may 

be impaired, as may be mental alertness in children, and that 

concomitant use with alcohol or CNS depressants may have an 

additive effect. Though physical and psychological dependence 
have rarely been reported on recommended doses, use caution 

in administering to addiction-prone individuals or those who 
might increase dosage; withdrawal symptoms (including convul- 

sions), following discontinuation of the drug and similar to those 

seen with barbiturates, have been reported 

Usage in Pregnancy: Use of minor tranquilizers during 
first trimester should almost always be avoided be- 
cause of increased risk of congenital malformations 
as suggested in several studies. Consider possibility 
of pregnancy when instituting therapy; advise patients 
to discuss therapy if they intend to or do become 
pregnant. 

Precautions: |n the elderly and debilitated, and in children over 

Six, limit to smallest effective dosage (initially 10 mg or less per 

day) to preclude ataxia or oversedation, increasing gradually as 
needed and tolerated. Not recommended in children under six 

Though generally not recommended, if combination therapy with 

other psychotropics seems indicated, carefully consider indi- 

vidual pharmacologic effects, particularly in use of potentiating 

drugs such as MAO inhibitors and phenothiazines. Observe 
usual precautions in presence of impaired renal or hepatic func- 

tion. Paradoxical reactions (e.g., excitement, stimulation and 
acute rage) have been reported in psychiatric patients and 
hyperactive aggressive children. Employ usual precautions in 

treatment of anxiety states with evidence of impending depres- 

sion; suicidal tendencies may be present and protective mea- 

sures necessary. Variable effects on blood coagulation have 

been reported very rarely in patients receiving the drug and oral 

anticoagulants; Causal relationship has not been established 
clinically 
Adverse Reactions: Drowsiness, ataxia and confusion may oc- 

Cur, especially in the elderly and debilitated. These are revers- 
ible in most instances by proper dosage adjustment, but are 

also occasionally observed at the lower dosage ranges. In a few 
instances syncope has been reported. Also encountered are Iso- 

lated instances of skin eruptions, edema, minor menstrual ir- 

regularities, nausea and constipation, extrapyramidal symptoms, 

increased and decreased l|ibido—all infrequent and generally 

controlled with dosage reduction; changes in EEG patterns 
(low-voltage fast activity) may appear during and after treat- 
ment; blood dyscrasias (including agranulocytosis), jaundice 

and hepatic dysfunction have been reported occasionally, mak- 

ing periodic blood counts and liver function tests advisable dur- 
ing protracted therapy 

Usual Daily Dosage: Individualize for maximum beneficial ef- 
fects. Oral-Adults: Mild and moderate anxiety and tension, 5 or 

10 mg t/.d. or g.i.d.; severe states, 20 or 25 mg t.i.d. or q.i.d 
Geriatric patients: 5 mg b.i.d. to q.i.d. (See Precautions 

Supplied: Librium® (chlordiazepoxide HCl) Capsules, 5 mg, 10 
mg and 25 mg—bottles of 100 and 500; Tel-E-Dose* packages 
of 100, available in trays of 4 reverse-numbered boxes of 25, 
and in boxes containing 10 strips of 10; Prescription Paks of 50, 
available singly and in trays of 10. Libritabs® (chlordiazepoxide) 
lablets, 5mg, 10 mg and 25 mg—bottles of 100 and 500. With 
respect to Clinical activity, capsules and tablets are indistin- 

guishable 

Roche Products Inc 

Manati, Puerto Rico 00701 
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Classified Ads 

Classified ads are a complimentary 
service for members. 

(send replies addressed: ad no. ___, M.Ph.A., 

650 West Lombard St., Baltimore, Md. 21201) 

Available From MPhA Office 

Available free to members, notification form to be given to 
patient under drug product selection law. Call Sharon (301) 
727-0746. 

— WANTED — 

| am interested in locating as much Prydon .4mg & Prydon .8mg 
formerly made by S K & F. If you could put such a notice in the 
MPhA newsletter it would be very helpful. The drugs could be 
sent directly to Bradley Drugs, 6900 Arlington Road, Bethesda, 
Md. 20014 with a bill including postage and | will send a check to 
the sender by return mail. Thanks, Stanley F. Smith, Rég. 
Pharmacist, 301-654-6776. 

LETTERS 

Editor, 

Maryland Pharmacist, 

650 West Lombard Street 

Baltimore, Maryland 21201 

Dear Sir: 

I wish to express my thanks to the Maryland Pharma- 

ceutical Association, to Pharmpac, to Stan Yaffee, to Dave 

Banta, and to Joseph Kaufman for the help and support of 

my position in the show-cause hearing held by the Division 

of Drug Control on October 24, 1978. 

Especially gratifying was not only the large turnout at 

the meeting, Thursday, January 25th, but the letter sent to 

the hearing officer in my case on behalf of all those attend- 

ing this meeting. 

With this type of unity and show of strength, we can rise 

above the attempts on the part of those attempting to over- 

regulate us by misinterpreting the powers granted them. I 

think this was best expressed by our attorney, Joe Kauf- 

man, in a letter, November 7, 1978, to Mr. John Zell, hear- 

ing officer in my case. Mr. Kaufman wrote. . . ‘‘It is clear 

that the attempt by the State in this case is clearly ‘nit- 

picking’ and this matter should not be dignified by any ad- 

verse finding to Mr. Glaser. The State’s claimed justifica- 

tion is a need for uniformity. This can be best answered by 

Emerson’s statement: ‘A foolish consistency is the hob- 

goblin of small minds.’ ’’ Amen. 

Very truly yours, 

Abe Glaser 
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Upper Bay Association offers Stuffers 

GETTING TO KNOW 

YOUR COMMUNITY PHARMACIST 

Some of our patrons, as well as some pharmacists, vividly 
remember the days when physicians wrote prescriptions and 
pharmacists (often referred to as chemists) carefully set to work mixing ingredients for the needed 
remedy. This tedious time-consuming task is seldom necessary today. Fortunately, most 
medications arrive at the community pharmacy ready to dispense in tablet, capsule or liquid form. 
This does not mean, however, that the pharmacist’s role has been reduced to that of counting pills 
and measuring liquids into smaller bottles. 

The professional role of pharmacists has expanded with rapid advances in medical and drug research. Modern drugs are complex with new drugs appearing daily. As the health experts in 
chemistry, drug composition and pharmacology, pharmacists understand what drugs can do in the human body. Pharmacists are dedicated to making modern drug technology work for your benefit 
while safeguarding you from the possible serious dangers of incompatibility and other drug-related 
problems. 

e Pharmacists verify prescriptions and dosages, instruct patrons about how 
to take medications, how to store them, and what to avoid. 

e Pharmacists monitor drugs to detect problems in composition and signs of 
deterioration, rejecting and reporting suspected errors. 

e Pharmacists keep precise records as required by government agencies 
and to assist you and your physician. 

e Pharmacists serve as consultants on medications to physicians and other 
health professionals. 

Community pharmacists are highly-educated and must pass rigid State Board Examinations to 
practice their profession. Counting pills or measuring liquids is but one small step in dispensing 
your medication. Your community pharmacist is a competent, reliable source of family health 
information and is readily available when you need assistance. 

For greater health benefit, get to know your pharmacist. Learn 
more about his profession and his true role in safeguarding 
your health. 

Upper Bay Pharmaceutical Association 
P.O. Box 282 Aberdeen, Md. 21001 

MARCH, 1979 

The Upper Bay Pharmaceutical Association is 
offering its members a series of package stuff- 
ers which were developed to promote the 
image of Pharmacy. Developed by the public 
relations firm of Image Makers in Fells Point, 
the package stuffers are available to other 
local associations for distribution or other 
interested pharmacists. 

The MPhA’s Committee on Professional 
Practice has been working on this project as 
well. Contact John Conrad of the Upper Bay 
Association at Bel Air Apothecary (301) 838- 
8353 for additional details. 

Pictures courtesy of 
PARAMOUNT PHOTO SERVICE 

PharmPAC, the Maryland Pharmacy Political 
Action Committee held an emergency state- 
wide meeting on January 25, 1979, to discuss 
the proposed suit against the state over the 

Medicaid fee and the plight of two pharma- 
cists who have undergone ‘‘show cause” hear- 
ings from the Division of Drug Control. In spite 

of bad weather, the meeting was well attended 
by pharmacists from throughout Maryland. 
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easy to take 
250 mg./5 ml 
100 and 200-m 
sizes 

125 mg./5 ml. 
60, 100, and 
200-mi, sizes 

| Pediatric Drops 

100 mg./ml. 
10-ml. size 

Keflex’ 
cephalexin 

Silly Additional information available to the profession on request, 
Eli Lilly and Company 

Indianapolis, Indiana 46206 
500738 
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President's Message 

Our Award Winning Journal 

The Association has recently received word that the MARYLAND PHARMACIST 

was the first prize winner in the Sandoz Medical Journalism Awards Program. This is 

a great honor and reflects well on the staff and the Association as a whole. 

Often times the Association is judged by those outside of the pharmacy com- 

munity by the form and style of the communications that come from the Association. 

It is comforting to know that the valuable function of transfering information is not 

only handled efficiently in this Association, but also in an award winning manner. 

The Award was won in competition with other state association journals, many 

with greater budgets and staff personnel. The officers, trustees and staff of the 
Association are pleased that the MARYLAND PHARMACIST has won this national 

recognition. We thank the Sandoz company, the sponsors of the competition, for 

their interest in pharmacy association publications, such as ours, and we look for- 

ward to many more years of outstanding journal publication, which I believe is one of 

our Association’s best membership benefits. I especially want to recognize the efforts 

of David Banta, who, in large part, is responsible for this award winning journal. 
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Chemical Structure 

and Drug Stability 

Jeremy Wright, Ph.D. 
Associate Professor 

University of Maryland 
School of Pharmacy 

The stability of a pharmaceutical product is usually 

evaluated in terms of its physical stability and of its chemi- 

cal stability, though there is probably no absolute division 

between the two. Physical stability is important from the 

point of view of uniformity since, for example, a broken 

emulsion can lead to inaccuracy of multiple doses. Avail- 

ability is also a factor which is affected since a breakdown of 
the physical form can lead to non-availability of the 

medicament. 

Chemical stability has received a great deal of attention 

because the chemical properties of a drug will determine 

not only its shelf life, but also the formulation which must be 

employed to retain the maximum stability which is compat- 

ible with biological availability. Though there are few in- 

stances in which chemical degradation leads to a more toxic 

compound, many drugs will decompose to therapeutically 

inert products with potentially dangerous results. 

All pharmacists are aware by experience of the stability 

problems which exist, and are ever vigilant to detect those 

signs of deterioration which include change of color, forma- 

tion of a precipitate or cloudiness, and appearance of a for- 

eign odor. Expiration dates too, are a useful guide, but can 

be completely invalid if optimal storage conditions have not 

been maintained. Detection of chemical decomposition 

can, however, be enhanced by the application of a little 

chemical knowledge of the understanding of the mechanism 

by which molecules disintegrate, and observation of those 

particular entities which are susceptible to ready de- 

composition. The value of this knowledge lies most proba- 

bly in the ability to see which chemical entities are most 

likely to decompose, and to be alert in detecting signs of de- 

composition. 

Chemical Causes of Drug Deterioration 

The processes of oxidation, photodegradation, 

hydrolysis, racemization and polymerization are the main 

causes of drug decomposition. Incompatibilities are often 

the result of incorporating ingredients into a formulation 

which react chemically with each other. This article will 

discuss each of the above chemical processes as they apply 

to the stability of drugs. 

The insets which appear deal specifically with the chem- 

ical mechanisms by which the various processes occur and 

are intended to supplement the main body of the paper. 

4 

1. Oxidation 

Oxidation as it is generally understood in organic 

chemistry, is a gain of oxygen or a loss of hydrogen. This is 

probably the first definition most of us learned in chemistry, 

and it is a process which frequently occurs in organic 

pharmaceuticals. However, it is by no means a complete 

definition, and an inorganic chemist would be more likely to 

define oxidation as a loss of one or more elections e.g. 

e.g. 
Fett oxidation Fet++ + e- 

Ferrous iron (divalent) reduction ferric iron (trivalent) 

Though this definition cannot be applied so readily to or- 

ganic systems, it does give a clue to the susceptibility of a 

molecule to oxidative processes. Thus, if a chemical moiety 

in a drug is ‘electron rich’, it is frequently susceptible to 

oxidation; if a chemical moiety is ‘‘electron deficient’ it is 

frequently resistant to further oxidation. To illustrate this 

we will discuss the oxidative processes which occur when 

readily oxidizable groups are exposed to light and air. Table 

I gives the general structures of chemical functional groups 

which occur ubiquitously in drug molecules. 

Oxidation of organic compounds is usually a two 

electron process, as is illustrated by the equation below, 

though the mechanism may well be by loss of one electron 

followed by the second microseconds later. It follows, then, 

that those molecules which have an electron rich structure 

are the most likely to lose electrons and thus be oxidized. 

VAY 

R- OH —— — qe + 2e- 
H 

alcohol aldehyde 

Of those groups in Table I, phenols, anilines and aroma- 

tic thiols are by far the most likely to oxidize. The reason for 

this is that the oxygen, nitrogen and sulfur in these groups 

have the ability to donate electrons into the aromatic ring, 

thus creating a situation in which the ring is electron rich 

(see Inset I). This high electron density in an aromatic sys- 

tem (sometimes called 7 or piexcessive) mean that the sys- 

tem can readily lose electrons and become oxidized. In 

alkaline solution, the electron donating effect is further en- 

hanced in the case of phenols and thiols due to the fact that 

the group will exist as a phenoxide anion (Inset I) which in- 
creases the electron donating properties of the oxygen by a 

large factor. Finally, introduction of a second electron 
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donating group produces an additive effect. This point can 

be illustrated by considering the structures of simple 

molecules such as benzene, which is remarkably stable to- 

wards oxidation; phenol, which discolors slightly when ex- 

posed to light and air; and catechol (o-hydroxybenzene) 

which discolors in seconds in solutions which are alkaline. 
OH OH 

Benzene Phenol Catechol 

Asis well known, the catechol type drug epinephrine has to 

be buffered at acid pH, since it decomposes very rapidly in 

alkaline solution, oxidation and polymerization reactions 

being predominant. 

oF Oxidation OH 

HO fe) 
| = pH 8-10 rapid 

—_—_——» 
LE ie pH 4 slow HO’ i@ 

NHCH3 CH, 

OH 

Epinephrine Adrenochrome 

Similar instability will be seen in compounds which bear 

one or more amino or mercapto groups. 
The situation with electron excessive heterocyclic rings 

is a little more difficult to explain. Of those which appear in 

drug molecules, pyrrole and indole are probably the most 

common. These nitrogen containing heterocycles are 

electron rich for reasons which are given in Inset 2. Apply- 

ing the basic knowledge which can be obtained from a study 

of the simple pyrrole and indole rings (i.e. electron exces- 

sive properties), certain predictions can be made regarding 

the stability of more complex molecules such as the indole 

derivative Indomethacin: 

4 “ 10) 
/ \ \| 

if \ 
CH30y7~ ——— CH, C OH 

| | We 
\ SS N77 CHs 

| 4 

GO 

Ex 

Table 1 

Functional Groups Commonly Occurring in Drugs Which are Suscep- 

tible to Oxidation. 

Alcohols R*OH 
*Phenols Ar*OH 
Amines R+NHe2 
*Aromatic amines (anilines) Ar + NH2 
Mercapto groups (thiols, thio alcohols) R*SH 

*Aromatic thiols (thiophenols) Are SH 

*Pyrrole 

*Indolyl 

R = alkyl group, Ar is an aromatic ring. 

*Groups most susceptible to oxidation. 

tJ 

Ces 
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The indole moiety (circled) which occurs in this drug is 

susceptible to oxidation by virtue ofits 7 excessive nature. 

Add to this the fact that the methyl, acetic acid, and 

methoxy groups can also donate electrons to the ring sys- 

tem, and the instability is further enhanced. The p-chloro- 

benzyl group is electron attracting for reasons which will be 

dealt with later, but this is not sufficient to override the ef- 

fects of three donating groups. The indomethacin molecule 

as a whole, therefore, will exhibit a susceptibility to oxida- 

tion similar to that of the parent compound indole. Inci- 

dentally, it can also be predicted that indomethacin will 

hydrolyze readily, the reasons for this will be discussed in 

the hydrolysis section. 

Chemical groups which resist oxidation are listed in 

Table 2. As might be expected, the properties of these 

groups are opposite to those which exhibit susceptibility to 

oxidation. The mechanism by which an electron deficient 

aromatic system exists, is illustrated in Inset 3, in which the 

simple molecule nitrobenzene is shown. Drugs which pos- 

sess electron withdrawing (and hence electron deficient) 

groups in aromatic systems include chloramphenicol, 

metronidazole and azomycin (nitro groups), chlorpropa- 

mide (halogen group), sulfonamides (sulfonic acid amide 

group) and quinoline antimalarials ( 7 deficient hetero- 

cycles). Such compounds are usually even more resistant to 

oxidation than is benzene. They can also improve the sta- 

bility of compounds which possess electron donating 

groups which would otherwise make the compound 

susceptible to oxidative processes. 

NH2 

oS oxidation 
—————xrx brown color in air - rapid 

OS 

Ni, 

ff a very slow oxidation in air 

-) 
ae me 

SO,NH, 

In the above example the amino group attached to the 

ring of the sulfonamide is electron donating and tends to de- 

stabilize the ring, the powerful electron withdrawing prop- 

erties of the sulfonic acid amide group counteracts this ef- 

Table 2 

Groups Which Resist Oxidation 

Carboxylic acids R* COOH 
Nitro compounds Re NO2 
Esters ReCOOR 

O 

Amides *“R*eC-NR 
= 

O 

deficient heterocycles _ 
Halogen compounds 

Sulfonic acids 
Sulfonamides 

Pyridine, Quinoline 
RC1; RBr; RF; Rl 

R*SO3H 
R @ SO2NH2 



fect. Overall, therefore, the two processes balance out and 

the sulfonamide would not be expected to oxidize to any 

great extent. 

2. Light Induced Polymerization 

The properties which lead to ready oxidation also tend 

to make a molecule susceptible to polymerization, 1.e., 

electron excessive properties. Catechols such as epine- 

phrine and norepinephrine are particularly prone to poly- 

merize as well as oxidize when exposed to light and air since 

the process of polymerization usually involves the creation 

of a free radical (unpaired electron species) by means of the 

energy introduced by light. The polymerizations which 

occur in catechols can be initiated and propagated as shown 

in Inset 4. The chain reaction which results will produce ex- 

tremely complex mixtures of highly colored polymers, one 

possible reaction being shown below: 
HO 

} OH 

"3{_\- ¢ — cHe-NHCH, aun HO- 

aye 
u—O OH 

ae Ye C —CH,NHCH, 
| 

aN i, 

Initiation 

HO etc. 

3. Hydrolysis 

One of the most common decomposition reaction 

which occurs in drugs is hydrolysis in presence of moist air 

or in solutions of pharmaceuticals. Much time has been de- 

voted to the investigation of the kinetics of hydrolysis, and 

EXAMPLES 
Realizing that chemical structures are an anathema to 

many pharmacists, it is nevertheless our intention to dis- 

cuss the stability of a number of drugs by referring to their 

chemical structure, and using some of the information 

provided earlier in this article. In the main, the examples 

used will be drugs of known stability so that this can be re- 

lated to the chemical reasons for the predictions which can 

be made. It is relatively easy to predict the stability of one 
isolated chemical group: difficulties arise in gauging the ef- 

fects of several groups on each other within a molecule. 

a) Penicillin G, below, possesses a number of chemical 

groups which have previously been discussed. The amide 

group N—t 
and is thus relatively stable. The 

(1) in the side chain is stabilized by resonance 

group (2) con- 4 
NEC 9 
H 

tained in the smaller ring of the penicillin is also an amide. 

However, as mentioned in the section describing aziridines 

and epoxides, rings having less than five members are 

strained and unstable. This strain is enhanced by the 

electronegative nitrogen, and an unstable situation exists. 

In addition, resonance stabilization is not possible because 

the small bond angles prohibit this type of interaction. Hy- 

drolysis therefore occurs as shown, and the four membered 

ring breaks to give an inactive degradation product: 
oes 

Caick 
H Ay(1) CH I S._,CH3 

PhCH> ah Sale ae 3 PhCH, —C—N 
2 Sez ey CH, CH, 

oot N OOH 

(2)+ 14 me pert 0” OH } Wes 

to the establishment of optimal conditions for the storage of 

drugs susceptible to hydrolysis. Obviously it is also a factor 

which must be taken into account in the preparation of 

sterile dosage forms. 

Hydrolyzable functional groups most commonly en- 

countered in pharmaceuticals are listed in Table 4, together 

with examples of drugs which contain the groups. 

a) Esters 

Ester groups occur ubiquitously in drug molecules, and 

compounds which contain the ester group possess a wide 

variety of biological activities ranging from cholinergic 

(acetyl choline) to analgesic (meperidine and alphaprodine) 

action. Hydrolysis of esters is both acid and base catalyzed, 

though in general they are least stable in aqueous alkali for 

reasons which are explainable mechanistically as indicated 

in Inset 5. For example, the local anesthetic procaine will 

lose 0.5-1% potency in one year at a pH of 3.7-3.8 at 20°. 

However, at pH 7.5 the loss of potency is 1% in one day, 
decomposition being even more rapid at higher pH. 

pH 3 slow 

10) pH) 7.2) i ieee VE: 
/ \ COOH wt C-O CH,CH,N(C,Hs) > 

Stabilization of ester groups is usually accomplished in 

LEER 

+ 

HOCH2CH2N(C2Hs) 2 

drugs by changing the type of ester so that the approach of 

an attacking species (e.g. hydroxyl ion, OH® ) is hindered 

b) Reserpine, though no longer a widely used drug, 

provides an excellent example of what is, at first glance, a 

complicated structure which might defy stability predic- 

tion. However, analyzing the structure in terms of pre- 

viously discussed simpler molecules, it can be seen that: 

RESERPINE 

(1) an indole group is present (circle 1). This 

electron excessive heterocyclic moiety will be vul- 

nerable to oxidation and polymerization reactions; 

(2) an asymmetric center (circle 2) is present ad- 

jacent to an electronegative atom. This would be 

vulnerable to epimerization (racemization) reac- 

tions; 

(3) two ester groups (circles 3 and 3a) are pres- 

ent, both of which could be vulnerable to acid and al- 
kaline hydrolysis. 

In fact all of the above reactions can and do occur. The 
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sterically by the sheer bulk of the substituents in the vicinity 

of the ester group. Many drugs which have a quaternery 

carbon atom (a carbon to which no hydrogen atoms are at- 

tached) linked to the carbony] group of an ester function in 

the drug molecule, have originally been synthesized with 

the specific intention of retarding the hydrolysis of the drug. 

Examples of this type of stabilizing influence can be drawn 

from the corticosteroids. 

9 ' 

CH20-C-R 

c=0 
CH, 

ae 

cus | H 

ie) 

Desoxycorticosterone pivalate [R = —C(CHs)s] is much 

more stable to hydrolysis than the corresponding methyl es- 

ter. The size of the t-butyl group attached to the carbonyl of 

the ester greatly retards the hydrolysis of the ester group by 

preventing the approach of a hydrolyzing moiety, thus in- 

creasing not only the chemical stability of the drug, but also 

its duration of action as compared to the methyl analog. 

Beware, however, of “‘reverse esters’’ of this type. 

Inset 5 (c) indicates an alternate mechanism for the hy- 

drolysis of esters which have a quaternery carbon attached 

to the oxygen function of an ester group. Since this involves 

the protonation of an oxygen, and the rate limiting step is 

formation of a carbonium ion, steric factors are not impor- 

R = CH, methyl 

R = -C(CH3)3 t-butyl 

most easily detectable of course are the oxidations and 

polymerizations since both these processes will give visible 

products. 
c) Physostigmine is another molecule which at first ap- 

pears complicated. However, an examination of the 

structure would lead to the following conclusions: 

coe 

1 a 

: S or . 

CH3N N N 

H CH, CH; 

(i) the compound possesses an ester group 

which will probably hydrolyse rapidly in the pres- 

ence of alkali (circle 1). This hydrolysis will not pro- 

duce any visible signs of decomposition. 

(ii) one of the hydrolysis products will be: 
sz7~ 

HO 
a Se 

“ 

oS Sy 
feast 
CH, »CH, 

This product is an amino-phenol and as such is electron 

excessive. The structure will therefore be very susceptible 

to oxidation and polymerization reactions, the products of 

which will be visible. The overall decomposition is there- 
fore readily detectable unless an antioxident is present. 

The original compound (physostigmine) will be more 
stable at slightly acid pH at which pH hydrolysis reaction 

will be minimized. Note that the drug does not contain an 

indole moiety. 
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tant because of the very small size of H® | the attacking 

species. Thus, esters of this type will be less stable in acid 

than they are in alkali. Compare, for example, meperidine 

and alphaprodine. 

= me 

rae | ! 7 o 

Meperidine (Demerol® ) Alphaprodine (Nasentil ») 

The former possesses one ester group in which a qua- 

ternery carbon is attached to the carbonyl func- 

tion. The resistance to hydrolysis is thus very high and me- 

peridine can be sterilized by autoclaving at slightly acid pH. 

The acid catalyzed hydrolysis of alphaprodine on the other 

hand goes via an intermediate carbonium ion (Inset 5), so 

that mechanistically the acid hydrolysis is favored. Steric 

hindrance (bulk of the substituents) is not a problem since 

the attacking proton (H® ) is very small, and the eventual 

addition of water to complete the hydrolysis only occurs 

after the carbon-oxygen bond has cleaved. Hydrolysis of 

alphaprodine in acid solution will therefore occur much 

more readily than with meperidine. 

(c=°) 

b) Amides 

The hydrolysis of amides is also acid and base 

catalyzed. However, for reasons discussed in Inset 6, much 

more ,vigorous conditions are required to break the 

N=C- bond than are required to break the _{., 

bond of an ester. Thus, while many esters will hydrolyze at 

room temperature, amides will, in the main, decompose 

Inset 1 
Phenolic hydroxy! groups donate electrons to an aroma- 

tic ring by means of a resonance interaction. This has the ef- 

fect of increasing the electron density in the ring to a higher 

level than that of the parent molecule benzene. 
Overall 

Go-# 
Seren effect 

SY 
| > 

es 

Phenol 

oH 

i ‘ 

1o , 

Electrons are thus available for oxidative processes. 

Note that the arrow indicates a movement of two electrons 

but only one negative charge since the electrons are shared. 

In alkaline solution, phenol being weakly acidic, the 

phenoxide anion is formed. This has an even greater ten- 

dency to donate electrons to the benzene ring and is thus 

considerably more susceptible to oxidation than the free 

phenol. 

eS) 2 A 
CE a 

. oer) | etc. 

ZA <> -2 

Phenoxide ion 
Overall effect 



A Boost for you... 
A Bonus for your Patrons 
A completely new series of TV spot announcements 
on pharmacy, designed to help the public recognize 
and utilize your professional services so that they 
will understand and use medicines more effectively — 
a boost for you and a bonus for them! 

Developed by Eli Lilly and Company, the series will 
soon be available for showing on local stations and 
will continue the impact of those now being televised 
throughout the country under the sponsorship of 
State pharmacy associations. For more information, 
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only at reflux temperatures. Procaine, as has been men- 
tioned previously, will lose 1% of its activity by hydrolysis 
in one day at pH 7.5. Procainamide, which differs only in 
that it has an NH group replacing the —O— of the ester. re- 
mains essentially intact as an amide for an indefinite but 
long period of time. It should, however, be mentioned that 
procainamide, though essentially not hydrolyzed at all at 
room temperature, is still susceptible to oxidation by virtue 
of the aromatic amino group present para to the amide func- 
tion. 

16) 

// \ I # 
aN C - N CH2CH2N(C2Hs) 

Procainamide 

The amide group in indomethacin is exceptional, being 
quite readily hydrolyzed in both acid and base. The reason 
for this can be deduced by considering the phenomenon 
which makes the pyrrole and indole rings electron exces- 
sive (Inset 2), and that which stabilizes amides. Considering 
the benzoylated indole alone: 

CE Game Oey 
N N 

| | 
c=0 @) 0 \\ 

cl Cl 

Inset 2 ee. 
The pyrrole ring is aromatic by virtue of the fact that the 

nitrogen in the ring donates a lone pair of electrons into the 
_ ring system. The basic role of ‘‘benzene type’ aromaticity 
(67 electrons in enclosed cyclic overlap) is thus satisfied. 

i i 
: - i 

Pyrrole 2 Il electrons 
for each double bond, 
2 from the nitrogen. 
Total 6 Il electrons. 

__ The overall effect is an electron excessive (or 7 exces- 
sive) heterocyclic system. Susceptibility to oxidation is sim- 
_ilar to that of aniline or phenol. _ 
_ Since the basic properties of organic nitrogen com- 
_ pounds are associated with the ability of nitrogen to donate 
_ a lone pair of electrons to an acid, a second effect of the 
_ resonance interaction above is to make the nitrogen of pyr- 
role virtually non-basic. 

__ The indole ring is similarly susceptible to oxidation. 

4 

SE Tap 8 

Resonance A involves the aromatization of the ring Sys- 
tem and occurs at the expense of resonance B, which would 
normally stabilize the amide group. The amide linkage is 
thus considerably weakened, and in fact has properties sim- 
ilar to those in ester group rather than the high stability 
normally expected of an amide. 

* 0 0 
Imides i i 

es R-C-N-C-R ; 
The imide group Ht occurs In numerous drug 

molecules, two examples of which are pentobarbital and 
diphenylhydantoin, below. 

 CHCH2CH2CHy 
| 
CH, 

These compounds are even more stable to acid hydroly- 
sis than are amides, the reason being that the resonance 
interaction between nitrogen and carbonyl groups is highly 
effective in stabilizing the molecule to attack by hydroxyl 
ion, hydrogen ion or water. Prolonged boiling is usually re- 
quired for complete hydrolysis. The resonance interaction 
is also responsible for the weakly acidic properties of the 
barbituates and hydantoins, and makes possible the prepa- 
ration of water soluble sodium salts. 

Aziridines and Epoxides 

These functional groups are mentioned in this rather 
brief survey because of their increasing importance in drugs 
which are used for cancer chemotherapy. 

Aziridines are three membered rings containing a nitro- 
gen, and epoxides are the corresponding oxygen analogs. In 
cancer chemotherapy the drug triethylmelamine (T.E.M.®) 
typifies the type of structure which utilizes the aziridine ring 
to alkylate specific nucleophilic sites in tumor cells. 

in ee 
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CH, CH, 

T.E.M.® 

The tetrahedral structure of the carbon atom allows for 
an ideal bond angle of 109°. Any departure from this angle 
when carbon is bound to another atom imparts a strain and 
instability to the bond. The amount of strain depends upon 
the amount of distortion. Five and six membered rings have 
bond angles which are sufficiently close to 109° for the 
bonds to be strain free. However, ring systems smaller than 
5 are strained and unstable. The aziridine ring is strained not 
only because of the three membered system, but also be- 
Cause nitrogen, being more electronegative than carbon. 
has a further bond weakening action. Aziridine rings are 
therefore unstable, and the hydrolysis of them occurs read- 
ily in both acid and base. Solutions should therefore be pre- 
pared immediately before use since the chemical half life of 
many of the aziridines will be in the order of minutes if the 
PH of the solution varies even slightly from neutral. 



Racemization 

This is a process by which optically active drugs be- 

come optically inactive. Though some drugs are adminis- 

tered as racemates (e.g. methadone, atropine) it is well 

known that in many cases one of the enantiomers ina 

racemic mixture is frequently much more active biologi- 

cally than the other. Wherever possible then, chemically 

and economically, the active component is isolated. During 

storage, many optically active compounds may racemize 

slowly, and may eventually produce a compound with only 

half the potency of the original preparation. This type of 

‘“‘decomposition”’ is well known in the tetracycline anti- 

biotics, and goes via a mechanism noted in Inset 7. In these 

drugs, the process is known as epimerization, a term which 

merely means the racemization of one asymmetric enter: 

when several are present. 

Inset 3 

Electron Deficient Systems 

0°© 
0 

°KCNsS AGA Sen ae = Za 

O-0 
@ 
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The nitro group is electron attracting, nitrogen being in 

the pentavalent state. The effect is to render the ring 

electron deficient by both resonance and dipolar (magnetic) 

effects. The ring thus resists oxidation. 

Sulfonamide groups exert a similar deactivating and 

stabilizing effect: 

Overall 

effect 

NH2 
| NH, NH, 

o=S#0 | SSF | age 

= ® 
| cS | etc. 
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Inset 4. Light Induced Polymerization 

Illustrated in a Phenol. 

ory) 
H 

Exposure to hy 9M 

light 

Highly reactive 

free radical 

ey, O—H OH 
| 

$5 cry 
Highly reactive free radical 

interacts with intact molecule 

-chain reaction begins. 
| 
One 

Exposure of an electron excessive aromatic molecule 

(e.g. phenol) to light induces the formation of a free radical 

which possesses an unpaired electron and is highly reac- 

10 

tive. Reaction of the radical with a non-radical (e.g. reaction 

B) eventually forms a dimer (D) with the release of another 

free radical (He). A chain reaction is thus propagated. Ter- 

mination of the chain is by the reaction of one radical with 

another, e.g. He + He — Hoe. 

Note that the movement of electrons in most of the 

above reactions is represented by a ‘‘one hook”’ arrow 

(* . This represents one electron, whereas the “two 

hook” arrow / represents two electrons. 

Inset 5. Hydrolysis of Esters 

a) Acid Catalyzed 

ae 
HOH (Water) 

The process is reversible but the equilibrium is forced in 

the direction of the acid in the presence of a large excess of 

water, according to the Law of Mass Action. 

b) Base Catalyzed 

So) © 0H has a negative charge and 

H is therefore a much more power- 

Ria Cae OR = eee AE OR ful nucleophile than is water. 

© ip Ne H This is one of the reasons why 
base catalyzed hydrolysis is 

| xo) more rapid in alkali than in 
! acid. 

c) Acid Catalyzed via Carbonium [on 

A CH, OH one ra Three methyl 

= a8 em : ” a groups attached 

R Cc 0 : CH, -—— R c e i CH3 to a central 
CH @ CH carbon make car- 

3 ton bonium ion forma- 

Car Se tion likely since 
CH; ono” ormation the methyl groups 

| | are weak electron 

HO — C— CH, Bye aU donors and stabi- 
L c lize the ion for- 
CHy H20 | mation. 

@c—c 
A 

Inset 6. Stabilization of Amides 

10) uN 
i 1® C —c-0© 

Rec hb ee — RG C—O8 GaP tase 
H or OHO 

+ RNH2 

B : 
The hydrolysis usually occurs at elevated temperatures 

not at room temperature except under special circum- 

stances (see indomethacin). Esters are hydrolyzed by the 

attack of a nucleophile on the positive end of the carbonyl 

group. With amides, the positive charge is delocalized by 

resonance interaction of the nitrogen attached to the car- 

bonyl. 

The C = O group is therefore much less susceptible to 

attack. 
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Inset 7 Epimerization can also 
\ 

occur here 

Keto-enol system 

H N(CH3)2 

Lo 
D ring only 

H depicted 

N(CH3)2 

x OH Gradual epimerization 

- Loss of 50% activity 

H since the epimer is 

inactive as an anti- 

| CONH2 bacterial 

(0) 

In general epimerization or racemization reactions 
occur when an “‘active’’ hydrogen atom, that is a hydrogen 
attached to a carbon with electronegative groups adjacent, 
is labile enough to tautomerize or exchange. 

Classified Ads 

Classified ads are a complimentary 
service for members. 

(send replies addressed: ad no. , M.Ph.A., 

650 West Lombard St., Baltimore, Md. 21201) 

Available From MPhA Office 

Available free to members, notification form to be given to 
patient under drug product selection law. Call Sharon (301) 
727-0746. 

— WANTED — a ee 

lam interested in locating as much Prydon -4mg & Prydon .8mg 
formerly made by S K & F. If you could put such a notice in the 
MPhA newsletter it would be very helpful. The drugs could be 
sent directly to Bradley Drugs, 6900 Arlington Road, Bethesda, 
Md. 20014 with a bill including postage and | will send a check to 
the sender by return mail. Thanks, Stanley F. Smith, Reg. 
Pharmacist, 301-654-6776. 

Se i 

COLUMBIA REUNION 
The annual celebration of The Alumni Association of the Col- 
lege of Pharmaceutical Sciences, Columbia University will be 
held Sunday afternoon May 6th 1979 at the Hotel Summit. 
Lexington Avenue and 51st Street, New York City. 
The association will honor the Twenty Five Year Silver Anni- 
versary Class of 54 and The Fifty Year Semi-Centennial Class of 
29. 

All graduates who haven't received the latest Alumni Newsletter 
can be added to the mailing list by sending their name, current 
address, and year of graduation to: Joseph B. Misek, 18 Jean 
Place Syosset, New York 11791. 

APRIL, 1979 

calendar 

April 18 — Maryland Board of Pharmacy Meeting 

April 21-26— APhA Convention, Anaheim, California 

May | — Mailing date for Public Assistance checks 

May 6 — AZO Berman Seminar 

June 22-24 — MSHP Seminar — Hershey, Pa. 

June 24-28 — MPhA Convention, Tamiment. 

Pennsylvania 

July 30/Aug. 14 — MPhA Trip to Austria. Germany & 
Switzerland 

Oct. 14-18 — NARD Convention — Las Vegas 

—————S eee 

Registered Pharmacists 

Due to recent expansion the Rite Aid Corporation 
has full-time positions available in the general 
Baltimore-Annapolis area. 

We offer — 

Competitive Salaries 

Co. Paid Blue Cross-Blue Shield 

Major Medical 

Life Insurance 

Individual Retirement Acct. 

Paid Vacations 

Paid Holidays 

Disability Ins. 

Advancement into Management Level 

Positions 

For information please contact Jim Kirkwood RPh. Di- 
rector of Professional Placement at 301-825-8355 (out of 
town call collect) or send resume to: 

Jim Kirkwood 
3110 Quail Hill Dr. 
Midlothian, Va. 23113 
804-744-2924 

— Part-Time Positions Also Available — 

1] 
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LEDERLE 
STANDARD OTHER 

Check us out! 
(then check what other generic suppliers offer) 

PRODUCTS SUPPLIERS 

_ Broad line 
_ Over 80 chemical entities 
_ Over 100 dosage forms 

_ Over 270 potencies 
Over 340 package styles 

_ Supplied by a company with a 70-year record 

_ of pharmaceutical excellence 

"4 

Dual batch assay procedures on contracted 
products 

Bioavailability data provided wherever 
applicable 

All products dated 

_ Vendor product liability endorsement 
supported by the resources of one 
of America’s largest corporations 

= 

_ Competitive pricing 

- Quantity discounts and special reorder 
and dating privileges | 

Contracts available for permanent price 
_ and inventory stability | “4 

_ Liberal return goods policy (outdated, 
_ open packages included) 

ai 

_ Serviced by your Lederle representative —one of over 600 

Shipment from the nearest of 7 distribution 
centers NUNN NENA NUNN NEN 

Lederle Standard Products 
nothing ts spared...except the price 

E> Lederle Laboratories, A Division of American Cyanamid Company, Pearl River, New York 10965 446-8 
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LOOK WHAT'S BECOME OF THE 
MORTAR AND PESTLE. 

Its where pharmacy is today. 
And tomorrow's pharmacists are 

learning about it right now. 
Change is constant in the 

pharmaceutical industry. New 
classes of drugs are being devel- 
oped. Computer technology is ex- 
panding horizons from research 
to drug synthesis to final manufac- 
ture. New precision equipment is 
helping to produce consistently 
reliable products. New marketing 
techniques are evolving. And new 
government regulations are being 
proposed which could affect the 
way pharmacy is practiced. 

These changes are taking 
place at a rapid pace—so rapid, in 
fact, that the Pharmaceutical 
Manufacturers Association has 
created a unique educational 

PHARMACEUTICAL MANUFACTURERS ASSOCIATION/1155 FIFTEENTH STREET, N.W 

APRIL, 1979 

program to help 
keep pharmacy 
school faculty, 

students and prac- 
ticing pharmacists 

aware of current industry 
practices. 

THE PMA PHARMACY 

FACULTY PROGRAM REACHING 
THE PROFESSION THROUGH 

THE PHARMACY PROFESSOR. 

Now in its fourth year, the 
PMA Pharmacy Faculty Program 
is an invitation to educators to see 
firsthand what's going on in the 
pharmaceutical industry. Parti- 
cipants in the program spend two 
weeks at the facilities of a major 
pharmaceutical firm, taking part in 
a series of daily conferences with 
its scientists and executives. Dur- 
ing this time, they get an Overview 

of industry, technology, and ap- 
proaches associated with research 
and development, marketing and 

distribution, production and 
quality control. 

These faculty members can 
then bring back the knowledge 
gained to their students in the 
classroom, and to you, the practic- 
ing pharmacist, in continuing 
education programs. 

The PMA Pharmacy Faculty 
Program. It’s one of the things 
we're doing to help keep the pro- 
fession up to date on industry 
operations. 

For more information write 
to: Pharmaceutical Manufacturers 
Association, 1155 Fifteenth Street, 
N.W., Washington, D.C. 20005, 

Attention: Dr. John S. Ruggiero. 

P/VIK 
Contributing to pharmacy 

education. 

WASHINGTON, D.¢ 20005 
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HEW Report to Congress and 

the President on Pharmacists 

PART II 

Pharmacy Education 

Although length of educational programs in pharmacy 

schools varies little between schools, schools have several 

combinations of years needed to obtain a pharmacy degree. 

The American Association of Colleges of Pharmacy com- 

piles comprehensive enrollment statistics for only the final 

three years of study, since these years represent the only 

years of pharmacy education common to all schools. In 

1976-77, the 72 colleges of pharmacy had a total of 24,082 

students enrolled in the 3 professional years of study, with 

8,208 students enrolled in the third-to-last year class (Table 

VII-4). 

Enrollments in pharmacy schools have grown substan- 

tially over the last decade and a half, primarily since the late 

1960's. Between the academic years of 1962-63 and 1965- 

66, third-to-last year enrollments grew only at an average 

annual rate of less than 3 percent a year. During the period 

from 1965-66 through 1974-75, following enactment and im- 

plementation of the Health Professions Educational Assis- 

tance Act of 1963, pharmacy schools experienced an aver- 

age annual growth rate three times that great, or nearly 9.0 
percent, in third-to-last year enrollments. Beginning in 
1975-76, however, enrollments began to decline. In the fall 

of 1975 there was a decrease of 0.3 percent in third-to-last 

year enrollments, and a further decline of 6.1 percent in the 
fall of 1976. Much of this decrease appears to be due to the 
stabilization of male enrollments. Third-to-last year enroll- 
ments for males decreased by 941 or 18.9 percent in this two 
year period, while female enrollments continued to rise, in- 
creasing by 415, or 14.7 percent. In 1976, the proportion of 
women in the third-to-last year class was nearly two-fifths 
of the total, up from just over one-fifth in 1970. 

In the fall of 1976 American students of minority racial- 
ethnic heritage represented nearly 9.0 percent of the total 
student population in colleges of pharmacy, up moderately 
from recent years. There were 938 Black Americans (4.0 
percent of the total enrollment), 725 Asian Americans (3.1 
percent), 353 Hispanics (1.5 percent), 37 American Indians 
(0.2 percent) and 36 others (0.2 percent). The four pre- 
dominantly minority colleges of Texas Southern, Florida 
A & M, Xavier and Howard Universities continue to enroll 
Just over one-half of the Black American pharmacy stu- 
dents. Since total enrollments in pharmacy schools appear 
to be stabilizing, minority enrollments may not increase 
significantly in the near future. 

l4 

Trends in Pharmacy Education 

To implement the necessary curriculum changes for 

clinically based programs, pharmacy educators have 

utilized general educational program tools, including the 

study of desired performance skills, the development of a 

competency-based curriculum and the use of a role modél. 

They have often incorporated self-paced instructional pro- 

grams, frequently utilizing computer assisted instruction 

(C.A.I.) to meet the needs of students with different learn- 

ing styles. Efforts are-also being made to continue examin- 

ing the various levels of desired practice performance and 

corresponding preparation. 

Curriculum emphasis has also shifted from the physical 

sciences to the biological sciences. This has also been de- 

scribed as a shift from ‘‘drug product orientation to patient 

orientation,’ and has greatly affected pharmacy educa- 

tional programs. For example, an appreciation of patient 

compliance with medication instructions, especially among 

the aged, has resulted in greater emphasis and study in this 

area. Also, the size of pharmacy faculties has expanded to 

include clinical staff that can provide relevance to class- 

room instruction and also serve as ‘‘role models”’ in the 

7LWNN 
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clinical setting. The American Council on Pharmaceutical 

Education now requires a clinical program of its accredited 

colleges, and this has provided further emphasis in this di- 

rection. Such programs may be quite varied since they gen- 

erally reflect the practice opportunities available to grad- 

uates in the school’s geographic area. 

In the clinical practice programs, an interdisciplinary 

health-care team concept is often incorporated. Advanced 

students rotate through the clinical areas with students of 

other health professions, with the aim of improving com- 

munications between practitioners and patients. As a part 

of this trend toward establishment of support with patients, 

pharmacy students representative of the patient popu- 

lations they will serve have been recruited. This has been 

demonstrated by the increasing proportions of women and 

minorities entering pharmacy education programs. 

It is anticipated that such clinical practice programs will, 

in time, replace the traditional internship or apprenticeship 

program that traditionally followed graduation and pre- 

ceded licensure. As such, the clinical internship programs 

are becoming a responsibility of the schools of pharmacy. 

Many schools are also becoming quite active in developing 

and sponsoring continuing education programs for phar- 

macy practitioners, particularly as States require a demon- 

stration of competency to obtain re-licensure. The expan- 

sion of programs into the clinical areas has however, con- 

siderably increased educational program costs. 

Projections of the Supply of Pharmacists 

The projections presented here indicate the approxi- 

mate future levels of pharmacy manpower under given as- 

sumptions. The enrollment in colleges of pharmacy is 

clearly the basic determinant of the future supply of 

pharmacists. As indicated earlier, enrollments in pharmacy 

schools increased rapidly during the period of massive Fed- 

eral financial support. Current Federal legislation is not 

aimed at encouraging continued enrollment increases, and; 

as aresult, pharmacy enrollments appear to be stabilizing. 

Three projection methodologies have been used here to 

project future enrollments and graduates for pharmacy 

schools. Under the basic, or most likely assumption, total 

third-to-last year enrollments will not increase beyond the 

1976-77 level of 8,208 students per year. However, female 

enrollments for this period are projected to increase by 150 

students a year until 1980, then stabilize. Male third-to-last 

year enrollments are projected to decrease by this same 

amount. The methodology assumes that there will be no 

new schools beyond the 72 currently existing schools. 

It is not possible to develop precise attrition rates for 

pharmacy students, because no longitudinal data are avail- 

able. Based on recent experience attrition rates of 7.4 per- 

cent for males and 5.4 percent for females have been used to 

generate male and female graduate components to 1990. 

Using these rates, 92.6 percent of the male and 94.6 percent 

of the female third-to-last year students are expected to 

graduate 3 years later. 

Under the basic methodology, it is projected that future 

graduating classes will produce a total gross graduate input 

of 128,820 for the 1974-90 period. Using the basic assump- 

tion the supply of active pharmacists is projected to grow 

from 116,562 in 1973 to 144,300 in 1980, and to 185,400 by 

1990, this represents a total increase of approximately 

69,000 pharmacists over the projection period. The male 

pharmacist supply is projected to decrease from 89.0 per- 

cent of total active pharmacists in 1973, to 80.9 percent in 

1980, and is expected to further decline to 69.2 percent by 

1990. Under this same assumption, the female supply is pro- 

jected to increase from 11.0 percent in 1973, to 30.8 percent 

by 1990 (Tables VII-5 and VII-6). 

It is not possible at this point to predict exactly what ef- 

fect the increasing proportion of female pharmacists will 

have on the future pharmacy manpower work force. There 

is a strong possibility that the changing sex mix of the pro- 

fession could have a major effect on the quantity of phar- 

macy manpower in the future, as it has been estimated that 

the professional career of women pharmacists is approxi- 

mately one-half that of the average male pharmacist.* If 

these work patterns prove, in fact, to be true, then women 

pharmacists have a career equivalent about one-half that of 

males. This of course would reduce the supply of pharma- 

cists services accordingly. It is a development that needs to 

be watched very carefully. 

Under the low alternative enrollment assumption, the 

decline in third-to-last year enrollments which began with 

Table Vil-4. Trend in number of schools, enroliments, and graduates for pharmacy schools: 
academic years 1963-64 through 1976-77 

Enrollment in final 
three years 

Number 

of 

Enrollment 
third-to-last year Graduates 

Academic year schools Total Male Female Total Male Female Total Male Female 

76 10,291 8,922 
75 12,104 10,409 
74 12,495 10,683 
74 13,221 11,152 
74 14,274 11,788 
74 14,932 12,069 
74 15,323 12,104 
74 15,626 11,956 
74 16,808 12,621 
73 48,956 13,936 
Toes 21,289 15,258 
73 23,235 16,168 

1,369 
1,695 
1,812 
1,916 
2,334 
2,684 
3,188 
3,370 
4,187 
5,020 
6,029 
7,067 

4,390 3,780 
4,491 3,885 
4,647 3,954 
5,234 4,474 
5,616 4,578 
5,469 4,385 
§,532 4,276 
5,864 4,515 
6,532 4,849 
7,546 5,452 
8,342 5,834 

2,195 1,943 252 
3,393 2,893 500 

3,704 3,139 565 
3,782 3,252 530 

4,035 3,394 641 

4,291 3,565 726 

4,758 3,856 902 
4,747 3,749 998 
4,788 3,656 1,132 

5,184 3,858 1,326 
5,957 4,309 1,648 

8,734 5,910 6,712 4,825 1,887 

73 24,416 16,303 8,113 8,710 5,601 7,757 5,352 2,405 
72 24,082 15,226 8,856 8,208 4,969 NA NA NA 

Source: Enrollment Report on Professional Degree Programs in Pharmacy, Fall 1976. American Association of Colleges of Pharmacy. 

Also prior annual editions. 

Note: Enrollment figures are for the 3 professional years; third-to-last year figures represent the first year of the final three years. 

Date for the University of Puerto Rico are excluded from enrollment and graduate figures for 1963-64. 
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the 1975-76 academic year is projected to continue but at a 

reduced rate at least until 1980 before leveling off. Total 

third-to-last year enrollments are expected to decrease by 

about 1.6 percent a year until 1980-81. Male enrollments 

will reflect most of the decrease, while female enrollments 

will continue to increase until 1980-81, when they will have 

reached approximately 48 percent of the third-to-last year 
class. 

Under the high alternative assumption, increases of 

about 1.5 percenta year in third-to-last year enrollments are 

projected to begin again in 1977-78 and continue until 1980- 

81, then gradually decrease to a 0.5 percent increase 

through 1985-86 before leveling off. Again, most of the de- 

crease will be reflected in male third-to-last year enroll- 

ments. The high alternative projects a total gross graduate 

input of 135,083, approximately 11,000 more than is pro- 

jected under the low assumption. 

Pharmacists and the Delivery of Care 

Future requirements for pharmacy are heavily depen- 
dent on the role that pharmacists will play in the Nation’s 
health care system in the coming years. The report of the 
Study Commission on Pharmacy’® postulates that pharma- 
cists are health professionals who could make an important 
contribution to the health care system by providing infor- 
mation about drugs to consumers and other health profes- 
sionals. However, pharmacy is and will remain a differen- 
tiated profession in that all pharmacists do not possess or 
utilize the same knowledge and professional skills in every 
practice setting. The practice characteristics of a pharma- 
cist in an independent community pharmacy, for example, 
are different from those of a pharmacist practicing in a hos- 
pital. Substantial differences in the character of total pro- 
fessional knowledge and skill may also exist, such as dif- 
ferences between the hospital staff pharmacist and the 
community pharmacist or between the pharmacist engaged 
in teaching at a large university or one employed by a drug 
manufacturer. 

Another factor to be considered is that pharmacists 
spend a considerable amount of time in non-dispensing 
activities. A recent study has shed much light on how the 
large group of pharmacists in community pharmacies spend 

their time and deliver care.® The study determined that a 

pharmacist practicing in a community pharmacy setting is 

engaged in activities categorized as ‘‘productive”’ only part 

of the time. Although more than two-thirds of their activi- 

ties were related to prescription and legend drug activities, 

non-health related activities accounted for one-fourth of 

their time, while idle time accounted for nearly one-fifth of 

their time. The study also found that pharmacists practicing 

in community pharmacies devoted a significantly higher 

proportion of their time to communication with patients 

than did pharmacists in other settings. 

A more direct measure of the pharmacist’s role in the 

delivery system, however, is the number of persons served 

personally each day. On the average, each pharmacist serv- 

ices 118 persons daily, the number of persons varying by 

setting and by whether or not a pharmacist utilizes non- 

pharmacist aides. Pharmacists employed by large chain 

commercial pharmacies on the average serve more persons 

daily than do pharmacists employed by smaller chain or in- 

dependent community pharmacies, who serve about one- 

third fewer persons daily. Those in clinical or medical 

buildings serve about as many persons as pharmacists em- 

ployed in small chains. Pharmacists employed in hospitals 

serve, on the average, somewhat more persons than in 

other settings. Those in nursing homes serve somewhat 

fewer persons, on the average. 

The number of aides utilized by pharmacists is related 
directly to the number of persons the pharmacist is able to 
serve individually, a basic measure of pharmacist pro- 

ductivity. The vast majority of pharmacists (about five out 

of six) work with one or more aides or non-pharmacist 
auxiliaries. Pharmacists who do not utilize aides serve, on 

the average, about 101 persons daily. Although one aide 

appears to make only minimal difference in pharmacist pro- 

ductivity, utilization of more than one aide increases phar- 

macist productivity measurably. The employment of three 
or more aides allows the pharmacist to increase produc- 
tivity, on the average, by about 15 percent. The use of non- 

conventional devices by the pharmacist, such as program- 
mable typewriters and pre-packing equipment, also relates 
to increases in productivity. 

In the years ahead, pharmacy and pharmacists can be 
expected to improve the efficiency of the process by which 

Table VII-5. Supply of active pharmacists, using basic methodology and alternative assumptions: 
actual 1973, projected 1974-1990 

Projected series 1973 1975 1980 1985 1990 

Basic methodology 
Alternatives: 

116,600 

116,600 
116,600 SUR OPOP TOUS AUR EDEEGUGD DEED CA OORVRSORtR se SESCbAauenviuh FitedeAteabsdhesvitcunccciey 

Number of active pharmacists’ 

122,500 144,300 165,200 185,400 

122,500 
122,500 

144,100 
144,400 

163,100 
167,400 

181,000 
191,300 

Rate per 100,000 population? 
Basic methodology ii... otic. i ae a 
Alternatives: 

54.7 

54.7 

56.6 63.8 69.5 74.5 

56.6 
56.6 

63.7 
63.9 

68.6 
70.4 

72.7 
76.9 

Includes licensed pharmacists in the United States and Puerto Rico. 

Se ews 

*Resident population as of July 1, for 50 States and the District of Columbia. Resident population for Puerto Rico has been esti- mated based on Bureau of the Census population of Puerto Rico for 1973. 

Source: 1973 active pharmacists: Unpublished data from NIH Contract No. 71-4178. Pharmacy Manpower Information Project, 
American Association of Colleges of Pharmacy, 1973. 

Population: U.S. Bureau of the Census. Current Population Reports. Series P-25, No. 601. 
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prescription drugs are dispensed. This efficiency can be ac- 
complished by exploiting opportunities for mechanization 
and automation for the performance of routine and non- 
professional tasks. This will require the use of more work- 
ers in technical and clerical roles, freeing the fully-trained 
pharmacist to do tasks which require his knowledge and 
skills, and to become more concerned with patients and 
their well-being in relationship to drugs. 

Projected Requirements for Pharmacists 

Although it is difficult to forecast the exact number of 

pharmacists required in the future, indications are that re- 

quirements for pharmacists may not increase as rapidly as 

the supply of these health professionals. However, a num- 

ber of factors must be taken into consideration, which 

might mitigate the likelihood that the supply might exceed 
the requirements for pharmacists. 

One measure of requirements for pharmacists is the op- 
timum ratio of 62.5 pharmacists per 100,000 population 

utilized by the profession. On this basis, 153,200 pharma- 

cists would be required in 1990, as compared with a pro- 

jected supply of 185,400 in that year. Another method for 

estimating pharmacy requirements to 1990, utilizing the 
highest current State ratio of pharmacists to population as a 
standard, results in an estimated requirement of 173,800 

pharmacists in 1990, still somewhat below the projected 

supply. The Soar general model indicates a requirement for 

pharmacists about in line with the projected supply. 

Looking more closely at the projected mix of pharma- 

cists by sex in 1990, however, gives a somewhat clearer 
requirements-supply picture. On this basis, the full-time 

equivalent supply of active pharmacists will likely be sub- 

stantially fewer than the actual number of 185,400 pharma- 

cists projected. In that year, the proportion of active 

women pharmacists may have nearly tripled over current 

levels, and the aggregate number of women in the profes- 

sion may have increased more than four-fold. Because of 

the shorter working life for women and their proclivity to- 

ward part-time employment, the number and ratio of full- 

time pharmacists is expected to be less than the aggregate 

totals would imply. It is likely, therefore, that supply and 

requirements for pharmacists will be much more closely in 

balance than would appear initially on the basis of full-time 

equivalent pharmacists. 

Another area of possible growth is in expansion of hos- 

pital pharmacy services. Projections based upon existing 
unit dose medication technician-clinical pharmacists SyS- 

tems indicate that over 70,000 hospital pharmacists would 

be required if this level of service were to be available on all 

general medicine and surgery beds today. The expansion of 

beds and the extension of the clinical service to 24-hour 
availability would also increase the requirements. 

Data and Analytical Needs 

The data collected in the 1973-74 inventory of pharma- 

cists by the American Association of Colleges of Pharmacy 

and supported by the Bureau of Health Manpower repre- 

sents the latest available data on pharmacists in the Nation. 

Although presently somewhat dated, these data provide an 

adequate base for some descriptive and analytical efforts. 

More frequent collection of data on pharmacists is needed 

to provide more current information which is particularly 

necessary for work requiring small area geographic 

analysis, such as designation of pharmacy manpower 
shortage areas. 

Pharmacy is one of the 13 occupations included in the 
Cooperative Health Statistics System (CHSS) under the 
auspices of NCHS, and plans call for frequent updating of 

the inventory data base when resources permit. Although 

CHSS statistics on a current basis would provide much of 

the immediate data for analytical needs for pharmacists, 

other areas of interest are not adequately measured. Data 

are needed on the emerging role of pharmacists in the clini- 

cal area and on newly graduated pharmacists. 

Comparability With Other Data 

The data on pharmacy manpower used in this report are 

derived from the 1973 inventory of pharmacists conducted 

by the American Association of Colleges of Pharmacy 

(AACP) and supported under contract by the Bureau of 

Health Manpower, HRA. Estimates based on these data 

are not comparable with earlier estimates of pharmacy 

manpower released by the National Association of Boards 

of Pharmacy (NABP) and are about 10 percent lower than 

those published by NABP. The NABP estimates did not 

Table ViI-6. Third-to-last year enrollments and graduates in pharmacy schools, 
by sex under basic assumption: actual and projected 

Third-to-last year enrollment? Graduates' 

Academic year Total Male Female Male Female 

8,342 5,834 
8,734 5,910 
8,710 5,601 
8,208 4,969 
8,208 4,819 
8,208 4,669 
8,208 4,519 
8,208 4,369 
8,208 4,369 
8,208 4,369 
8,208 4,369 
8,208 4,369 
8,208 4,369 
8,208 4,369 
8,208 4,369 
8,208 4,369 

2,508 4,309 
2,824 4,825 
3,109 5,227 
3,239 5,295 
3,389 5,018 
3,539 4,452 
3,689 4,317 
3,839 4,183 
3,839 4,049 
3,839 3,914 
3,839 3,914 
3,839 3,914 
3,839 3,914 
3,839 3,914 
3,839 3,914 
3,839 3,914 

3,914 
3,914 

1,648 
1,887 
2,322 
2,615 
2,879 
2,999 
3,138 
3,227 
3,416 
3,555 
3,555 
3,555 
3,555 
3,555 
3,555 
3,555 
3,555 
3,555 

‘Enrollments for the Fall of 1973-76 are actual. Graduates are actual through the Spring of 1974-75. 
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We re listening, Jacksonvilie 
“I’m convinced that good working relationships with your 

employees is one of the most challenging aspects of pharmacy manage- 

ment today,” says Pharmacist Gilbert Weise of Jacksonville, Fla. 

“Your employees’ attitudes towards their jobs will affect the way 

your customers are treated. These attitudes can build or destroy the 

professional image you're trying to achieve. They can be critical 

influences on sales and profitability. What I’m saying is that satisfied, 

motivated employees are very important to the success of a pharmacy 

operation: 

We hear you, Gilbert Weise 
One of SK&F’s many services for community pharmacists is anew 

program called “Understanding and Motivating Pharmacy Employees.’ 

It introduces participants to many of the personality and motivational 

factors in dealing with people in work environments. 

The program is designed to last two hours, with open discussion 

among participants. A 40-minute video tape is included with program 

materials. In many states, this program can qualify participants for 

Continuing Education credit. 

Interested? Contact your SK&F Representative or place a toll-free 

call to Jordan Johnson, R.Ph., SK&F’s Manager of Pharmacy Relations 

(800) 523-4835. 

a SI4KGF 
a SmithKline company 

The company that’s interested in you. 

Smith Kline Gfrench Laboratories 

Philg 



adequately reflect the fact that a substantial proportion of 
pharmacists hold licenses in more than one State. The cur- 
rent AACP data allows for this fact: therefore. those 
pharmacists who may be eligible to practice in more than 
one State were only counted once.. Although the current 
report is based on the most complete and accurate data on 
pharmacists available, much research still needs to be done. 

The figures for community, hospital and nursing home 
pharmacists are probably complete, since all such pharma- 
cists are engaged in dispensing drugs. The laws of several 
States and jurisdictions require that pharmacists be regis- 
tered in order to dispense drugs. However, a pharmacist 
does not now have to be registered or licensed to teach 
pharmacy, to hold a pharmacy position in government, or 
to work in a pharmaceutical capacity for a drug manufac- 
turer or distributor, or even in a drug information center. 
Hence, one might conclude that the figures may understate 
the number engaged in pharmacy activities other than those 
in community and hospital pharmacy. 

Pharmacist Projection Methodology 

Estimates of the number of active pharmacists for 
1974-90 are based upon the number of active pharmacists, 
by age, as of December 31 of each year, plus new graduates, 
and attrition to both groups. Using the base-year age dis- 
tribution of pharmacists, new graduates were added year by 
year to those pharmacists active as of December 31 and to 
the new graduates. Age-specific separation rates were then 
applied to these totals. Estimated ‘‘losses’’ due to deaths 
and retirements’ were then subtracted, by age group, from 
the active pool, with the pool being aged by | year each 
time. 

‘Pharmacists for the Future, the report of the Study Commission on 
Pharmacy, commissioned by the American Association of Colleges of 
Pharmacy, used by permission of AACP. 

*Pharmacy Manpower Information Project, Feasibility Phase Report 
Number |. American Association of Colleges of Pharmacy. NIH Con- 
tract No. 71-4178. 

’Blake, Martin I., Ph.D. ‘‘The National Pharmacy Licensure Examina- 
tion: Recommendations for Change’’ J. Am. Pharm. Assn. V NS17, No. 
6, June 1977. 

*Pharmacy Manpower Information Project. Feasibility Phase Report-1. 
American Association of Colleges of Pharmacy. Contract No. NIH 
4178. 

*Pharmacists for the Future, op. cit. 

°Rodowskas, C. A., Jr., and Dickson, W. M. Feasibility Phase Report-1, 
Pharmacy Manpower Information Project. NIH Contract No. 71-4178, 
American Association of Colleges of Pharmacy. 

“Losses due to retirement are based on a Bureau of Labor Statistics Re- 
port by Fullerton, Howard N., Jr. Length of Working Life for Men and 
Women, 1970. Monthly Labor Review. pp. 31-35, February, 1976. 

Losses due to death were developed by using the mortality experience 
of white males and females, 1970. National Center for Health Statistics. 

Current graduate and enrollment statistics were obtained from annual 
reports published by the American Association of Colleges of Pharmacy 
(AACP). 

Graduate projections were computed for the basic supply 
methodology and for the two alternative supply assumptions from the 
number of third-to-last year students reported three years earlier. 
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| recommend 
Sudafed. 

Itopens the nose 
without 

closing the eyes. 
Give your patients 
the advantages of Sudafed 
when they need nasal 
decongestion for colds 
or allergies—without the 
drowsiness disadvantage 
of antihistamines. 

One drug,one action: 
decongestion 

without drowsiness. 

SUDAFED 
(pseudoephedrine HC]) 
30 mg tablets/syrup 

And 
Wellcome 

Burroughs Wellcome Co. 
Research Triangle Park 

North Carolina 27/709 
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VITAMINS, MINERALS AND O 

PHARMACIST’S GUIDE T 

(Detach these page 

. Several have become increasingly popular ions 
de includes those elements commonly found in multi-vitamin and mineral preparat 

advocates and are being sold as diet supplements alone. 
ul Part Il of the g 

among “health food”’ 
, phosphorus, magnesium and potassium among this 

.) The trace elements include cobalt, copper, iodine 
ium includes calc de only ts in macro amounts. The Gu The animal body requires seven elemen 

group. (In addition, chloride, sodium and sulfur are essential but 
, iron, manga- do not appear as diet aids 
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FACTS AND FICTIONS 

DIETARY SUPPLEMENTS 
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human nutrition. The F.D.A. in rtanti impo 
lements. Food sources are recognized as variable 

lusion of these elements in nutrit 

ybdenum which have just recently been recognized as nese, selenium, zinc as well as chromium, fluorine and mol 

| content due to soil con- in minera 
has not established a Recommended Daily Allowance for several of the e 
ditions and processing and this provides the rationale for the inc | supplements. iona 

-
_
-
-
 
 
—
—
—
—
—
—
—
—
—
—
 

ZL-EA WA 

sjuaied 

JO 

JUSNSUOD 

e@ 

aAISUBPadAY 

UIEYad 

U! 

JOA}Ja 

AUO}eIIP 

sajqeyaben 

-OSPA 

10} 

pasn 

sjjes 

}jeqod 

BO 

© 

uaai6 

Ayeaq 

e 

peaysijqejsa 

auou 

WeqQosy 

E
e
 

e
e
e
 

w
i
e
 

B
o
u
m
 

© 

u
o
l
s
u
a
p
a
d
h
y
 

p
a
j
j
o
s
j
u
o
o
u
n
 

s
a
i
a
o
y
o
u
y
 

@ 

U}
IM

 
Pa
}J
Bl
IO
OS
Se
 

W
N
I
W
P
e
P
D
 

pa
je

Aa
d|

yA
 

@ 
si
a}
Sk
AQ
 

@ 
p
a
y
s
i
j
q
e
}
s
e
 

a
u
o
u
 

u
n
i
w
p
e
s
 

S
S
S
 

S
B
I
W
A
U
P
 

U
I
E
 

UJ
IM

 
SI

NN
 

@ 
pa
jy
ei
oo
ss
e 

w
n
u
a
p
g
h
j
o
w
 

w
n
i
a
s
 

M
O
7
 

© 
sj

ea
ia

g 
@ 

‘S
aW
wA
Zu
Ua
 

U
I
P
Y
S
D
 

Ul
 

1O
JO
RJ
OO
 

SU
IR

ID
 

@ 
J
B
l
U
a
s
s
y
 

j
U
a
W
a
I
I
N
b
a
l
 

y
M
O
I
H
 

@ 
s
a
w
n
6
a
7
 

e 
p
a
y
s
i
j
q
e
j
s
a
 

a
u
o
u
 

w
n
u
a
p
g
s
j
o
w
 

S
e
e
 

e
e
e
 

a
 

UO
IJ
EO
IJ
IO
]B
O 

21
30
8 

JO
 

BD
Ua
PI
OU
! 

as
ea
sO
ap
 

U0
}a
|a
y4
S 

(x
y)
 

4
W
N
 

®@ 
Ae
w 

u
a
w
 

ul
 

u
o
l
j
e
j
u
a
w
a
j
d
d
n
g
 

e 
u
e
w
n
y
 

jo
 

s.
ue
ua
ju
le
wW
 

Ul
 

J
U
R
L
O
d
W
]
 

Ja
ye
M 

pa
ye
u 

“Q
U0
g 

S
U
a
Y
B
A
M
 

‘|
aW

eU
a 

U
S
W
O
M
 

UI
 

$i
so

io
do

aj
so

 
S
a
l
e
 

B
O
N
p
a
 

0}
 

Aj
je

oi
do

, 
e 

-I
WP
}U
OD
 

Al
je

uy
sn

pu
; 

@ 
Y}
00
} 

Sa
jj

JO
W 

UO
Nj

se
Bu

! 
ss
eo
xy
W 

© 
a
l
i
u
a
s
u
a
n
a
i
d
 

Ae
w 

U
o
l
j
e
}
U
a
W
a
j
d
d
n
s
 

e 
sa

li
eo

 
je
}U
ap
 

S}
Ua

Ad
Id

 
U
O
N
S
a
b
u
 

@ 
Ja
ye
M 

pa
ye
pu
on
|i
4 

e 
pe

ys
ij

qe
}s

a 
au
ou
 

au
uo
n|
4 

a
 

‘Y
JM
OI
D 

pa
si
ed
ui
l 

0}
 

Sp
ea

| 
Ao

ua
lo

ij
ap

 
w
n
i
w
o
i
y
g
 

e 
S
j
u
a
i
e
d
 

u
l
e
y
a
o
 

Ul
 

|O
48
}S
8}
OY
4O
 

W
N
d
a
s
 

a
s
e
a
s
I
a
p
 

A
e
w
 

a
y
e
y
d
n
 

pi
oe
 

O
U
I
W
E
 

pe
j}

ej
ai

-u
Ul

j|
NS

U!
 

Ul
 

J
U
R
P
O
d
W
 

«© 
S}

JE
S 

+
E
 

w
W
N
I
w
o
I
Y
D
 

e 
e
s
u
o
d
s
a
l
 

ul
|N

su
l 

Ul
 

J0
}9
e}
09
 

aq
 

A
e
w
 

@ 
s
p
e
a
s
 

e 
“S
OJ
@Q
EI
P 

JO
 

JA
aS

UO
 

pa
je

ja
s 

su
le
sB
 

a
j
o
u
m
 

© 
-a

6e
 

u!
 

a
0
u
e
1
3
}
0
}
 

a
s
o
o
n
|
6
 

s
e
n
o
i
d
w
i
 

y
s
e
a
k
S
j
a
m
a
i
g
 

e 
e
4
4
0
 

—
 

,,
JO
O@
Na
 

ON
ae

qe
ip

-l
uy

,,
 

© 
sa
ci
ds
 

e 
pa
ys
ij
qe
}s
e 

au
ou

 
wi
ni
wo
iy
s)
 

S
a
 

a
 

a
 

a
 

o
h
 

i
 

JM
N4
IP
UB
P 

BA
al
ja
i 

OF
 

Aj
je

oi
do

y 
e@ 

juow 

-a
/d
dn
s 

ou
lz
 

e
s
o
 

Aq
 

pa
jo
a1
40
9 

uo
l}

 
-d
io
sq
e 

9u
lz

 
jo
 

Ja
ps
os
ip
 

Au
ey
ip
ai
ay
y 

© 

e
u
o
e
 

ul
 

Aj
je
io
 

@ 
p
e
a
j
u
a
w
a
j
d
d
n
s
 

u
a
y
m
 

s
e
y
 

p
u
e
 

8
U
0
d
 

U!
 

BS
BA
JO
U!
 

Sj
aA
a|
 

OU
IZ
 

‘A
\J
EI
O 

@ 
V 

U
I
W
E
R
}
J
I
A
 

J
O
 

U
O
!
}
e
I
]
U
B
D
U
0
N
 

a
y
e
u
o
o
n
|
6
 

JP
W4
O0
U 

SU
le
jU
Ie
wW
 

— 
S
a
u
e
I
q
w
a
l
W
 

ap
ix

o 
s
n
o
n
w
 

jO
 

a
d
u
e
u
a
j
u
l
e
w
 

Ul
 

j
U
B
O
d
W
]
 

@ 
ay

ey
jN

s 
u
o
l
d
i
o
s
q
e
 

SI
SO
JB
{O
SO
JB
Y}
E 

Ul
 

MO
] 

S|
@A

Q]
 

QU
IZ

 
@ 

‘s
}J

BS
 

Ou
IZ

 
© 

du
lz

 
es
ea
io
ap
 

(v
¥{

qQ
y)

 
sa
ye
ja
uo
 

(S
a}
aq
e!
p 

Uy
IM

 
s
e
w
n
b
a
7
 

e 
4a
yj
O 

pu
ke
 

sa
jy
ej
yA
yd
 

ul
 

y
b
i
y
 

sj
ai
g 

@ 
p
e
y
e
l
o
o
s
s
e
 

jo
u 

si
 

Ao
ua
lo
ij
ap
) 

as
ea
ja
s 

S
I
N
N
 

@ 
Bu

lp
aa

yq
 

o
1
y
s
e
6
 

‘B
ul
ji
wo
a 

pu
e 

a6
e1
0}
s 

ul
jN

su
l 

Ul
 

pa
Aj

oA
u|

 
@ 

ub
ig
 

e@ 
‘
B
a
s
n
e
u
 

U!
 

p
a
j
s
a
j
u
l
e
w
 

A}
ID

IX
O}

 
QU

IZ
 

© 
(A
jj
24
0)
 

Bu
ly
ea
y 

p
u
n
o
m
s
a
y
e
j
n
u
y
s
 

@ 
s
i
a
}
S
A
Q
 

© 
a
u
o
g
 

ul
 

uo
l}
ei
nj
ew
 

je
nx
as
 

e@ 
W
i
a
b
y
e
a
u
n
,
 

@ 
‘B
w 

st
 

UO
IW
eJ
Od
IO
OU
! 

DU
IZ

 
S
A
a
Y
e
I
N
W
N
S
G
 

Y
A
 

¢ 
J
U
S
W
A
I
I
N
D
S
I
 

YI
MO

ID
H 

@ 
s
j
e
a
y
 

¢@ 
:s
}|
Np
e 

Qu
iz

 
r
e
 

e
e
 

e
e
 

e
e
e
 

o
1
e
B
 

‘
s
u
o
l
u
Q
 

¢ 
Ww

aj
sh

s 
s
u
N
W
!
 

ay
e|

NW
I}

s 
0}
 

© 
s
6
6
3
 

e 
s
s
a
0
0
i
d
 

Bu
lb
e 

mo
js

 
0}
 

@& 
“‘

pa
lj

ue
jo

 
sj

eo
y 

© 
as
ea
si
p 

p
e
a
y
 

js
ul

eb
e 

uo
lj
oa
jo
id
 

e 
}O

U 
UO

!}
JO

UN
Y 

d1
}O
qe
}a
wW
 

U
e
W
N
Y
 

ys
ea
h 

S
u
a
m
a
i
g
 

¢@ 
‘S

al
ue

o 
|e
ju
ap
 

e
u
l
B
u
e
 

jo
 

ja
lj
ai
 

e 
*Y
90
}S
AA
I|
 

UI
 

pa
ip

ny
s 

Aj
aA

is
ua

yx
yZ

 
e 

A
\
y
e
o
1
y
d
e
s
6
o
a
6
 

}O
 

so
ua
p!
ou
l 

Ja
yB
iy
 

aa
ey
 

eq
ue
 

40
} 

UO
|e
 

FZ
 

ul
we
}i
, 

— 
aj
qe
ue
n 

Aj
yB
iy
 

sn
os
aj
iu
aj
as
 

yB
iy
 

ul
 

Bu
ia
lj
 

ua
up
yi
yD
 

40
 

F
H
A
 

Y
U
M
 

U
O
N
B
U
I
Q
W
O
D
 

UI
 

Pj
OS

 
© 

Oj
} 

Je
JI

WI
S 

‘j
Ue

PI
XO

;J
UB

 
Se

 
SU
O}
}O
UN
Y 

@ 
S8
0J
NO
S 

|
B
U
O
I
I
N
N
 

© 
pa

ys
ij

qe
}s

a 
au
ou
 

w
n
i
u
a
j
a
s
 

a
 

a
e
 

e
e
 

e
e
 

o
e
 

e
e
 

e
e
 

SI
}U
YP
e 

P
l
o
y
e
w
W
N
a
u
 

U!
 

pa
ye

sj
sS

uU
OW

AP
 

Ja
AO
uI
N}
 

a
s
o
u
e
H
b
u
e
y
 

j
e
w
i
o
u
q
y
 

© 
UO
!J
OU
NY
 

B
A
I
J
O
N
p
o
s
d
a
s
 

|e
wW

IO
U 

U
e
 

J
U
a
W
d
O
|
a
A
a
p
 

|e
ya

}a
yX

S 
o!
lu
oA
uq
uw
ia
 

ul
! 

je
lj

ua
ss

a 
a
s
a
u
e
B
u
e
W
 

& 
s
e
w
n
b
e
 

e 
“s

ua
ps

os
ip

 
je

oi
Bo

jo
un

eu
 

“s
ua

ps
OS

Ip
 

s}
in

dj
jp

eu
g 

°@ 
‘B
ul
ui
w 

ul
 

B
u
i
u
o
s
i
o
d
 

u
w
 

o
1
u
o
u
y
D
 

e@ 
je
01
Bo
0;
0i
na
u 

Bu
la

jo
au

! 
s
a
l
o
u
e
u
B
b
a
i
d
 

sj
ea
la
D 

e 
N
A
N
 

A
I
A
S
 

A
D
 

F
i
n
 

i
n
i
a
a
 

A
i
n
t
 

fe
e 

n
A
 

n
d
a
n
n
 

n
o
m
 

R
A
I
A
 

A
I
A
 

A
R
 

L
i
m
s
i
n
i
n
 

"
“
A
D
A
U
L
 

A
C
U
 

U
Y
 

S
S
O
V
A
G
 

i
t
 

U
U
T
I
S
s
a
u
o
r
 

4
 

F
e
s
e
V
a
s
e
t
i
a
e
s
t
i
n
e
m
w
n
s
t
t
r
a
e
.
 

:S
mr

.m
Cr

mr
eh

Ce
ee

 
e
e
e
 

i 

> 
d 
) 
5) 
) 

D 

74 | APRIL, 1979 



Lopressor™ 
metoprolol tartrate 

Tablets of 50 mg and 100 mg 

Available in bottles of 100s and 1000s 

and unit dose packages of 100s 

Lopressor” 100 
metoprolol tartrate mg. 

Lopressor™ 50 
metoprolol tartrate 

100 tablets 

Geigy 

; 

: 
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Has For Your PHARMACY = 3 
A Complete Price Sticker and 
Order Entry Program. 
Now Operating in over 500 Pharmacies Like Yours. 

| THE SERVICE PROVIDES: retail price sticker & shelf labels, allowing you selective 
_ pricing for all items you purchase. Plus customized pricing for up to 1500 items. 

Two price system. 

OVER THE COUNTER MERCHANDISE | RX MERCHANDISE 

TAME CR RIN OmOLs 

f5682 TY 2 
rr 

7312-1359 

Electronic Order Entry System 
Electronic order entry Terminal for in-store use. It’s light- Ay, 
weight, portable and enables you to order 200 line items === : 
in less than one minute. Transmits over telephone. Opera- gae'= CO 4 
tional 24 hours a day . . . call at your convenience. 

Turnover and Profitability Reports sagay 
Customized series of ongoing Turnover and Profitability 

Reports for Your Store. Helpful information compiled from 
produce movement of items in your store. 

CHECK THE BIG PLUS FEATURES: Py REPLY COUPON 

LOEWY DRUG CO. 
e Store Identification Labels. | 6801 QUAD AVENUE, BALTIMORE, MD. 21237 
e Complete Product Information. YES, I'd like to get more FACTS ABOUT SPACE: 
e Complete OTC and RX Pricing Stickers. 

e Quarterly Label Color Change. | NAME 
e Tamper-proof (non-transfer) security. 

e Ink Screening of Coded Information. | TITLE 
e Deal Contents Have Price Stickers. eTOne 

e Price Stickers for Selected Full Cases. | 

e NDC Numbers on All RX Products. ADDRESS 

e Customized Pricing. 

e Two Price System. | CITY STATE ZIP 
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USP DRUG PRODUCT PROBLEMS REPORT* 

by the USP Convention, Inc. 

12601 Twinbrook Parkway, Rockville, MD 20852 Tel. (301) 881-0666 

Drug Product Problems Report 

1. Product Mixups 

(a) A New York pharmacist who knew that 10 mg iso- 

sorbide dinitrate oral tablets were often white, sus- 

pected that the pink tablets he had received were 5 

mg. The FDA confirmed his suspicions that 5 mg 

tablets were packaged in the bottles labeled as 10 mg. 

The product was recalled by the relabeler involved. 

(b) A pharmacist from Pasadena, California noticed 

that tablets labeled as thiamine hydrochloride 100 mg 

were of varying thicknesses. The firm first responded 

that this was because the tablets were of soft composi- 

tion and that the potency was not affected. But an in- 

spection and a subsequent assay by the FDA revealed 

that the unit dose packages contained 50 mg tablets 

intermingled with the 100 mg tablets. The product was 

recalled. 

(c) Based on a report from a Texas pharmacist, the 

FDA conducted an inspection that led to the recall ofa 

dioctyl sodium sulfosuccinate product. The phar- 

macist had found a bottle of capsules of the stool soft- 

ener labeled as gelatin capsules. The mixup between 

the two had occurred when they were both repacked 

on the same day and labeled on the next day. The firm 

had not maintained complete accountability of the 

labels for its products. 

Nm . Packaging Problems 

(a) A California pharmacist reported that his last two 

pints of an expectorant with codeine were improperly 

sealed and had noticeable leakage around the lid. Al- 

though the pharmacist commented that this was prob- 

ably only a minor problem, the manufacturer pursued 

the problem to its source. According to an FDA ac- 

count, the firm purchased a new capper and ordered 

four torque testers in response to this report. 

(b) A Missouri pharmacist called on the DPPR 

WATS line to report that the Isopropyl Alcohol 99% 

in his stock was dissolving the lining of the cap and the 

*This report covers some of the recalls, product improvements, and explanations 

to which the Drug Product Problem Reporting Program has contributed. The 

product and company names are omitted; and no reflection on any specific man- 

ufacturer, distributor, reporter, or product is intended or should be inferred from 

the case studies. It is hoped that these examples will indicate to the reader some 

of the problem areas where he or she-may want to be alert; e.g.: package insert 

information, package designs, labeling, unusual or improper drug product ap- 
pearance. 

The work upon which this publication is based was performed by the USP 

Convention pursuant to Contract No. FDA 223-78-3002 with the Public Health 

Service, Food and Drug Administration, Department of Health, Education, and 
Welfare. (This report is not copyrighted and permission is not needed to reprint 

case studies.) 
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seal of the bottles in which it was packaged. A letter 

from the manufacturer explained that products con- 

taining high concentrations of alcohol require a spe- 

cial cap that cannot be substituted. However, the 

packaging department had apparently used another 

cap in error. The packaging department was made 

aware of the special requirement and the problem was 

corrected. 

(c) Analgesic rectal suppositories packaged in foil 

strips were not separating properly as a result of im- 

proper perforation. The suppositories were often ex- 

posed because of the tears that would result. The 

manufacturer verified these observations reported by 

a pharmacist in Washington, D.C. The problem was 

with dull perforating jaws on the wrapping machines. 

The maintenance department at the firm was to re- 

place or sharpen the perforators to overcome the 

problem. 

. Contaminations 

(a) Vitamin B Complex tablets with ‘‘remains of in- 

sect found in the bottom of a container’ were re- 

ported by a Massachusetts hospital pharmacist. The 

manufacturer indicated that it took the following ac- 

tions in order to prevent a recurrence: |) authorized 

the installation of air curtains and insectorators and 2) 

conducted an employee training session in which the 

employees were updated and retrained on proper pro- 

cedures to be maintained. 

(b) An Oklahoma pharmacist reported finding two 

pieces of aluminum wire and a paper seal in a one 

pound jar of hydrocortisone cream. The firm in- 

formed the reporter that the materials had been used 

to cover the ends of tubing utilized in the manufacture 

of the product. Although the problem was an isolated 

incident and replacement material sent to the phar- 

macist was expected to be satisfactory, the manufac- 

turing firm took the opportunity to use this DPPR as 

the topic of aGood Manufacturing Training presenta- 

tion to its employees. 

4. Product Stability and Uniformity Problems 

(a) A customer returned a tube of vaginal cream to 

her pharmacist because it was crystallizing. The 

pharmacist reported the problem to USP and this 

prompted the firm to investigate. They confirmed that 

the crystallization had made the cream unsuitable for 

sale. The product was removed from the market until 

the source of the difficulty could be corrected. 

THE MARYLAND PHARMACIST 



(b) Two bottles of a potassium chloride liquid were a 
different color and the pharmacist felt the lighter one 
was abnormal. After evaluating this report and re- 
viewing information in their files. the FDA conducted 
an inspection of the manufacturer. The inspection re- 
vealed that the firm failed to: 1) identify and hold re- 
jected components, 2) establish laboratory controls 
that included the collection and retention of reserve 
Samples of finished products. 3) provide for 
reconciliation between actual and theoretical yields, 
and 4) maintain complete records of oral or written 
complaints. A regulatory letter was issued by FDA to 
the firm citing these and other Good Manufacturing 
Practices (GMP) violations. 

(c) A Georgia pharmacist reported that a green film- 
coated tablet was fading to a light tan. The manufac- 
turer placed the blame on the blue color component 
which was known to be light-sensitive and proposed 
using another coloring agent and packaging the prod- 
uct in light resistant containers to eliminate the prob- 
lem. 

. Labeling Problems 
(a) The foil wrap on an acetaminophen 125 mg rectal 
Suppository listed only the trade name and the 
strength in apothecary units. A Pennsylvania hospital 
pharmacist reported that the nurses were not familiar 
with the obscure trade name and consequently did not 
know what they were administering. The manufac- 

in 

turer responded that space limitations had originally 
dictated the labeling; however they were developing 
new foil packaging which will bear the generic iden- 
tification. 

(b) The label on the aminophylline injection read 250 
mg, but did not indicate the volume that contained this 
quantity of drug. The pharmacist reporting this said it 
was unclear whether 250 mg was contained in one 
milliliter or in the total volume (10 ml) of the vial. The 
FDA conducted an inspection and determined that 
the firm had added ‘25 mg per ml”’ to the label to cor- 
rect this situation. 

(c) Bottles of a pediatric elixir were accompanied by 
a dropper for accurate administration of the drug. The 
package insert described the dropper as being 
“marked in divisions of 0.2 cc, each corresponding to 
10 mcg”’ of drug. However, the dropper was actually 
graduated in 0.1 cc markings. The pharmacist report- 
ing this discrepancy was worried that this could result 
in confusion when calculating doses. The manufac- 
turer revised the package insert to properly describe 
the current dropper system. 

(d) A Veterans Administration Hospital pharmacist 
noted that the label on multiple vitamin capsules de- 
scribed the ergocalciferol present as vitamin B instead 
of vitamin D. The FDA inspected the labels and the 
printing facilities to confirm the misbranding. The 
labeler recalled the product by letter. 

Two new firsts from District Photo! 

POST Av Priore} 
Turns snapshots into personalized picture postcards and greet- > = ae ‘ ing cards. Encourages customers to order extra prints — those 
to mail, those to keep. 

PLUS FOTO-DATE Puts the date on the back of each 
Print, to tell the month and the year it was devel- 
oped. A handy record your customers appreciate. 

Both at no extra cost to you or your customers! 
Both designed to build your photo-finishing profits! 

You get both of these tremendous profit-boost- 
ing features FREE when you're a District Photo 
Dealer. We're the company that’s first with the 
best new developments in photo-finishing — 
Big Shot Borderless Photoprints, Bonus Photo, 
Silk-Finish, and One-Day Service. 

We believe in firsts, because they keep you first 
in sales. 

Call us. In D.C., 937-5300. In Baltimore, 792-7740. 

$ 
> 

5 ESE 
¢ 
ens 

DISTRICT PHOTOINC 
10619 BALTIMORE AVENUE, BELTSVILLE, MARYLAND 20705 
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Bus dome magaynes, fapirtnrerk books 

Gintl toned dnd tome book Ie dee ets. 
agacn Gath pane ser es 

| 

That’s the prescription you can fill again and again for your customers if you have a fully 

stocked magazine department. 

Reading is a tonic for everyone. SELLING the reading material is our specialty. And it 

should be yours because turnover is the name of your game and nothing you sell turns over 

faster or more profitably than periodicals. 

If you’re not now offering periodicals to your customers, you should be. Just ask us how 

profitable it can be. 

And if you do have a magazine department, chances are your operation has outgrown it 

and it should be expanded. 

Think big. The great majority of our customers did more business with us in 1977 than in 1976. 

Get on the bandwagon. Call Phil Appel today at: 

The Maryland News Distributing Co. 
(301) 233-4545 
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You stand behind the areata 
you fill... Pfizer Pharmaceuticals 

Stands behind you. 
When you dispense a product of Pfizer Laboratories, 
Roerig or Pfipharmecs you have the assurance of: 

iO NEMS UNG * QUALITY 
an 

4 

(OO (e(o(l (1 PFIZER PHARMACEUTICALS PRODUCT 
pn ganerne eam LIABILITY PROTECTION POLICY 
] 
‘ 

In the event of a claim or lawsuit arising out of the dispensing of a 
Pfizer, Roerig or Pfipharmecs product, it is Pfizer’s policy to defend and 
hold harmless the Pharmacist or the pharmacist's employer, if the follow- 
ing conditions are met: 

If a prescription product, the prescription was properly filled by the 
pharmacist; 

The product was not improperly stored or packaged; 

There is no other evidence of negligence or any improper or illegal act 
by the pharmacist or employee; 

The pharmacist and the pharmacist’s employer, if any, provides Pfizer 
with prompt notice of the claim or lawsuit and fully cooperates with Pfizer in 
the defense of the claim or lawsuit. PP Py MMe ell eleleO lel 

> 
> 
5 000000000 0000000000000 0000000 006 00 00 0'0'0'e'0's'0'e aan naa ao a a nee 

ANN NI NUADADN SS RUPUADAB B RURORUAS BOWEL BURTW BE ROB DID DOB NEE KIS 

GED PHARMACEUTICALS 
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‘‘Pharmacist Consultation with Dental Patients 

by 
Richard M. Oksas Pharm D, MPH 

Asst. Prof. of Clinical Pharmacy 

University of Maryland Dental & Pharmacy Schools 

BACKGROUND 

This year represents a historic date in relation to co- 

operation between the professions of pharmacy and den- 

tistry. There has been ten years of national involvement 

since the founding of the ADA-APhA Liaison Committee. 

Simultaneously, five years has passed since the Dent- 

Pharm Therapeutics Program was started at the University 

of Maryland to stimulate co-operation on the statewide 

level. The aim of both ventures is to promote higher quality 

of pharmaceutical services and optimal application of prac- 

titioner skills for the dental patient. 

The patient’s interests can be best served in two dis- 

tinct. but not necessarily exclusive areas. The first being to 

provide enlightenment on the appropriate use of prescrip- 

tion drugs in dentistry. Emphasis here is largely placed on 

updating dentists about current developments in the field of 

clinical dental pharmacology. 

Of equal importance and having far more long range im- 

pact is orientation of the community pharmacist to become 

an assistant in reinforcing preventive dental health concepts 

to patients. The justification for this new role is predicated 

on the fact that the pharmacist receives more daily contact 

with potential dental consumers than the dentist himself" 

while also being a major source in providing thez OTE 

armamentarium required for proper oral hygiene. The. ex; 

tent of such interaction can be quantified in terms of eco- 

nomics alone in that $378 million in oral health product sales 

occurred nationally in pharmacies during 1977.? 

THE ORAL HYGIENE CENTER 

A comprehensive means to provide dental patient edu- 

cation in pharmacies was creation of the *‘oral hygiene cen- 

terconcept.”’ This idea was pioneered by Tom McGregor, a 

community pharmacist-educator from Wisconsin, in the 

late 1960’s. Essentially, it was his philosophy to promi- 

nently display beneficial OTC dental aids in drug stores in 

such a manner as to stimulate discussion in their proper use 

with the attending pharmacist.* Since then, hundreds of 

pharmacies have subscribed to this approach and have 

noted broad acceptance of it in terms of patients and den- 

tists alike. 
Specific suggestions in establishing an oral hygiene 

center are: 

(1) inclusion of only ADA approved dental products 

(2) proximity of the **center’’ to the pharmacy case 

(3) availability of dental health education literature ad- 

jacent to the “‘center.”’ 

While this physically creates the desired effect, it can not be 

stressed enough that the most important component in 

proper use of the **center’’ is contact with a dentally-aware 

pharmacist who can help in selection and demonstrate 

proper use of dental OTC’s. 

Recognition of the importance of the pharmacist role is 

acknowledged by the fact that currently 35 pharmacy 

schools provide an undergraduate unit on dentistry within 

their curriculum. A dilemma, however, occurs in that only 

15 schools have discussed dental products as part of con- 

tinuing education of pharmacists already in practice.* 

CE PROGRAM PRE-TEST 

In an attempt to close this information gap, the Univer- 

sity’s Dent-Pharm Program presented a series of continuing 

education seminars on dental OTC products for pharma- 

cists last winter. Information provided consisted of a con- 

densed format of undergraduate subject matter. Although 

weather did not allow for ideal attendance, those profes- 

sionals who were present actively participated in discussion 

of proper selection of dental products. 

Self assessment through the use of a pre-test by the au- 

dience was the chief means of evaluating prior knowledge 

and subsequent learning. Each pharmacist was asked to se- 

lect the proper product(s) or provide an appropriate rec- 

ommendation to a hypothetical patient in 15 different den- 

tally related situations. It was gratifying to note that most of 

their suggestions would have been beneficial in reality. 

SELF EVALUATION 

Before further discussing our findings, I will afford the 

reader an opportunity to take the same pre-test to deter- 

mine personal adequacy of knowledge in this field. The 

problems were presented in the following manner: 

‘A patient arrives at your pharmacy with the following 

type of dental problem or question and asks your recom- 

mendations for selecting appropriate oral hygiene OTC 

products to meet their needs. Assuming that cost or com- 

pliance is not a factor, briefly describe what item or course 

of action you would suggest to them (you can be as specific 

as you want; if you feel that one brand is better than an- 

other, state its name, if not a general categorical name. 

Also, state if you would advise dental treatment rather than 

sell a product).”” 

THE MARYLAND PHARMACIST 



PRE-TEST 

1. Common items used to prevent tooth decay 

. Any items to treat a periodontal patient not in- 
cluded in one above 

. Products for patients with dentures (to care for 

them properly) 

. An antiseptic mouthwash for normal daily use (bad 

breath) 
. An oral antiseptic to treat an oral infection (i.e., 
sore throat) 

. Toothache 

Baby’s teething pain 

Cold or canker sores 

. Deep oral ulceration with fever and pain 
. Persistent oral lesion 

. Furry tongue 

. Bleeding gums 
_ 13. Teeth hypersensitive to hot or cold 
14. Broken or loose teeth — 
15. Malfitting or broken dentures — 
Now that you've had a chance to ee you : 

can compare your answers with expert ~— ie | 
in Seis these Situations. 

APPROPRIATE COURSES OF ACTION 

In reaction to situation #1, most pharmacists 

recognized the importance of advising the sale of a tooth- 

brush and fluoride containing dentifrice to the patient. The 

American Dental Association’s recommendations, how- 

ever, are more specific in this matter. It is their view that the 

manual, straight-handled soft nylon toothbrush is suitable 

to meet the needs of most Americans because electric 

brushes have not demonstrated superior cleaning action at 

this time. Also, it appears that the type of fluoride in denti- 

frices 1s important in producing topical anticaries effects. 

Only those products which contain either stannous fluoride 

or monofluorophosphate (MFP) are accepted by their 

Council on Dental Therapeutics. The pharmacist, therefore 

should review the list of ingredients on dentifrices he stocks 

because most fluoride toothpastes use the less beneficial 

sodium fluoride in their formulation. Additionally, the rec- 

ommendation of dental floss 1s important in reaching areas 

where the brush alone cannot clean. 

Some practitioners in situation #2 stated that the addi- 

tional sale of water-irrigators or dental stimulators was war- 

ranted in patients with gum disease. The truth of the matter 

is that the use of such aids remains controversial in terms of 

therapeutic benefit and recommendations regarding their 

utility is best reserved to the family dentist. In fact improper 

use of these in the hands of a well-meaning, but untrained 

patient may produce more harm than good. A special type 

of penodontic toothbrush should, however, be stocked for 

individuals who have undergone periodontal surgery. 

The need for stocking denture products discussed in 

situation #3 cannot be overemphasized for pharmacies that 

serve elderly patients or ECF’s (Nursing Homes). All 

pharmacists recognized the importance of denture clean- 

sers. Several good ones are on the market, but it should be 
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stated that their chemical composition can be toxic if swal- 

lowed by small children. Denture brushes also are ideal for 

more thorough cleaning of dentures before re-insertion. 

(Regular toothbrushes and dentifrices are too abrasive for 

denture materials.) Denture adhesives should not be sold 

on a routine basis but should be used only until a dentist can 

be consulted for proper denture fit. 

Oral antiseptics are brought up in situations #4 & 5. 

This is to distinguish the point about their proper lim- 

itations. Any mouthwash will suffice in the first case, which 

is acosmetic one, and is largely a matter of personal prefer- 

ence. On the other hand, there exists no product on the 

market that has been proven valuable in terms of producing 

massive germicidal killing action needed to treat oral infec- 

tion. Phenolic types of products may exhibit a slight anes- 

thetic effect to decrease immediate discomfort, but their 

concentration is insufficient to cure the causative illness 

and a dentist should be consulted if symptoms persist. 

Problem #6 is representative of a dental emergency that 

is all too common to pharmacists. A tremendous diver- 

gence of opinion existed in terms of what advice to give 

among our CE group, many of which contain topical 

benzocaine or eugenol anesthetics. The difficulty in sug- 

gesting such therapy is that toothache is the symptom asso- 

ciated with deep caries (decay) that have infected tooth pulp 

and only in extreme cases will these products be absorbed 

to the site of pain. Furthermore in some instances if used 

chronically or improperly they can be tissue irritating and 

sensitizing. Therefore, a more rational approach would be 

to recommend a non-prescription systemic analgesic such 

as aspirin or acetaminophen until a dentist can be con- 

tacted. 

Similar confusion occurred in the teething situation #8 

with Il products described by our attendees. Again, the 

problem is one of poor absorption of topical anesthetics to 

the affected area which creates pain. Acetaminophen elixir 

may be beneficial in extreme circumstances, but should not 

be used continuously. A pediatrician should be consulted in 

this regard when problems persist. 

Situations #9 through #12 all deal with oral lesions. The 

classical ‘‘cold sore’ or ‘‘canker sore’? can be differ- 

entiated by its multiple blistered appearance and is of a 

herpes viral origin. Herpes usually takes two weeks to heal 

up and recurrent attacks are common. As such, treatment 

should be geared toward symptomatic relief. A wide variety 

of products are available and selection should be based on 

an ability to dry up the vesicle (i.e. alcohol) and to form a 

protective layer. When lesions are singular, large and pus 

containing, a dental abcess of bacterial etiology can be sus- 

pected. Because these can cause systemic complications 

(i.e. fever, malaise, etc.), they should be referred to a den- 

tist. Also any persistent sore or growth should be diagnosed 

dentally to determine the possibility of oral tumor. 

The problem of *‘furry tongue’? may also be first pre- 

sented to the pharmacist. The causative agent in this case 

often is the monilial fungus, Candida Albicans. Growth is 

associated with poor denture hygiene, long term antibiotic 

therapy and immunosuppression. It can only be treated by 

the use of the prescription medication, Nystatin. 

(Continued on page 31) 
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The model 
generic line 
- forthe 
model state 

substitution law 

-Purepac 
No other manufacturer of generics can make compliance with the state model 

substitution law easier. Because Purepac, America’s leading manufacturer of a national 
brand of generics, offers virtually all the FDA's listed multi-source generic drugs. And 
Purepac gives you a lot more: 3 

¢ the ease of stocking just one major generic line 

e the assurance of consistent supply 

¢ competitive prices 

¢ a ‘‘quick-alert” system that lets you know of any change in a product's status 

¢ an extensive liability insurance policy 

So next time you shop generics, shop the generic company. Purepac. The model line 
for the model state substitution law. 

PUREPAC. Competitive prices and peace of mind. 

PUREPAC 
THE LEADING NATIONAL BRAND OF GENERICS 



(Continued from page 29) 

‘Bleeding gums”’ found in item 12 are a primary initial 

symptom of gingival infection and periodontal disease. 

Tooth mobility, inflammation and swelling may also be 

present. No OTC product alone will help this situation and 

dental referral is always indicated. 

Hypersensitive teeth (situation #13) can be due to thin 

immature enamel formation or may be the initial sign of 

pulpal infection. Two dentifrice products, Thermodent and 

Sensodyne, advertise effectiveness in decreasing sensi- 

tivity. Clinical studies conducted by the ADA have, how- 

ever, determined these products to be useless in this regard. 

Again there is no substitute in this case for a dental ap- 

pointment. 
The last two instances presented in relation to loose or 

broken teeth, dental work or dentures always deserve im- 

mediate dental attention. The FDA has recognized the in- 

herent danger of home repair of dentures and requires a 

hazardous product statement on the label of denture reliner 

and repair kits. 

SUMMARY 
We have presented you with some common advice in 

serving your dental clients. In general, there exist many 

useful OTC’s which can be beneficial to preventing oral ill- 

ness. On the other hand, most persons that are seeking 

curative outcomes should be referred to a dentist. We have 

been unable in the space allotted to cover fine distinctions 

between specific brands to be selected or the exact 

mechanisms of oral pathology. Further knowledge in this 

regard must be obtained through individual pharmacist 

commitment to continuing education. 

There are several suggestions which can assist you in 

learning more about oral health. First, there are several 

pieces of literature which relate to dental disease and selec- 

tion of appropriate OTC’s. The ADA has published its 

product recommendations in its text entitled ‘‘Accepted 

Dental Therapeutics.’’ Similarly the ‘‘ Handbook of Non- 

Prescription Drugs”’ has a chapter devoted to dental prod- 

ucts. Other inexpensive references include the ADA’s free 

pamphlet ‘‘The Dentist and the Pharmacist’’ and the July 

issues of ‘Pharmacy Times”’ which are solely dedicated to 

the pharmacy-dentist partnership. We would furthermore 

encourage your contacting a community dentist in planning 

a pharmacy based oral hygiene center. He will be enthusias- 

tic in the interest you’ve expressed to better serve his pa- 

tients and will be glad to instruct you personally about his 

professional views about the products in question. 
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Victory Claimed: 

Pharmacist Now in 

U.S. Capitol Pharmacy 

Congress 

On February 21st, a decision was finalized to obtain a 

full-time pharmacist to dispense prescriptions for members 

of Congress in the U.S. Capitol pharmacy, reports Irving 
Rubin, Editor of Pharmacy Times. The decision was made 

at a meeting of the U.S. Senate’s Legislative Branch Sub- 

committee chaired by Senator Jim Sasser (D-Tenn.). Dr. 

Freeman H. Cary — The Attending Physician, Congress of 

the United States — appeared before the Subcommittee 

and was involved in the decision. 

Commenting on the real significance of this important 

decision which recognizes the pharmacist’s professional 

expertise and cost-effectiveness, Pharmacist-Editor Rubin 

points out that the effort to get a pharmacist in the Capitol 

was designed to accomplish the following long-term goals: 

(1) Alert pharmacists to the vital importance of being 

patient-oriented and politically-oriented. Right and might 

are needed in order to achieve goals via the democratic 

process. 
(2) Emphasize a basic theme to Congress during a pe- 

riod when professional practice is often subject to legislat- 

ive action. The theme was: ‘‘Whenever and wherever pre- 

scriptions are being dispensed, a pharmacist must do the 

dispensing or personally supervise it.”” 

(3) Convince U.S. lawmakers that pharmacists have 

the ability to muster public support for their causes. This 
adds up to more respect for pharmacists’ expanded political 

whack. 
(4) Prove that, when Pharmacy unites on a project, the 

combined power — generated by pharmacists in its many 

branches — is very widespread and highly effective. 

(5) Alert legislators to the importance of looking to 

pharmacy leaders for sound advice and suggestions with re- 

spect to anything that involves drug therapy. It is in this 

area that the pharmacist — a specialist — can provide 

cost-effective pharmaceutical services based on Clinical 

Pharmacy. 
The effort to get recognition for the pharmacist’s exper- 

tise also covered two other areas — the pharmacist in the 

military (Army, Navy, and Air Force) and in the Veterans 

Administration, Pharmacist-Editor Rubin notes. These two 

phases of the overall effort have also been successful, he 

points out, as is evidenced by the very recent increases in 

the number of pharmacists performing pharmaceutical 

services in the military and in the Veterans Administration. 
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Add Another 
33 Hours 
To Your Day... 
without spending another minute 
in your store preparing, writing 
and calling in orders! 

CUT ORDER TIME TO SECONDS 
WITH OUR DIRECT ORDER ENTRY 
SYSTEM. 
Throw away the want book, stop writing 
those nervous little notes to yourself— 
Direct Order Entry is here to make your life 
easier! 

Now, this time-consuming chore can be cut 
to split second efficiency with our Direct 
Order Entry System. In a fraction of the time 
you spend every day compiling and placing 
orders, this system can perform many func- 
tions for better control of your business. 

MAXIMUM PROFITABILITY 
Time is money. And Direct Order Entry frees 
up more of your time so you can be doing 
the things that produce the greatest profit 
for you. 

THE DRUG HOUSE, INC. 
An Alco Standard Company 
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ORDER 200 ITEMS IN 1 MINUTE... 
All order information is at your fingertips on 
pre-printed shelf labels for easy order input. 
You won't waste another moment looking 
up item numbers, descriptions, strengths, 
NDC numbers, sizes, etc. Simply press the 
buttons and your order is recorded on the 
unit's cassette tape. Then, at your conve- 
nience, just dial the phone and your order is 

quickly and accurately transmitted over 

ordinary telephone lines into our central- 
ized computer. Imagine—a 200 item order 
can be transmitted in just 60 seconds... 
from start to finish! 

00002035 

Bee One 

PRICE STICKERS ...complete with all information 
for placing your order. 

DON’T WASTE ANOTHER MINUTE 

| START CUTTING CORNERS HERE. 

TELL ME MORE ABOUT 

DIRECT ORDER ENTRY SYSTEMS. 

The Drug House, Inc. 

| 
| 
| 
| 
| 

| An Alco Standard Company 

| 600 S. 17th St., Harrisburg, Pa. 17105 

| Attn: W. W. Hensel, RCS Dept. 

| 
| 
| 
| 
| 
| 

Name 

Pharmacy 

Address 

City_ State Zip 

Phone Area Code (_) 
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Remember 
the summer of "782 
Last summer, four young people joined The 
Upjohn Company as part of the NRC Pharmacy 
Internship Program. 

They added to their educational process 
_ learned about manufacturing, quality con- 

trol, pharmaceutical research, and marketing/ 
sales. 

We hope we answered their questions. 
Certainly, we took their suggestions to heart. 

And when the 10 weeks were over, we 
parted knowing that we'll enjoy seeing each 
other in the years ahead. ; 

And reminiscing about the summer of ‘78. 

©1978, The Upjohn Company, Kalamazoo, Michigan 
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Remarks of Milton L. Elsberg, 
President of Drug Fair Inc. 

Upon Being Named 

Honorary President 

Alumni Association 

University of Maryland 

School of Pharmacy 

Most of my adult years have been spent in a love affair 
with the profession of pharmacy. I have found that affair to 
be a warm and richly rewarding one. It is a profession that 
has kept me ever mindful of the needs and concerns of other 
people. At its best, pharmacy is a measure of service to man- 
kind and those of us who undertake this profession are mak- 
ing a commitment to give of ourselves for the rest of our act- 
ive lives. Maybe that is why so many of us are such lousy 
businessmen and have such a hard time making a reasonable 
profit. 

However, we sometimes lose sight of our professional 
obligations to serve mankind and the practical necessity of 
earning a profit. We seem to be constantly at each others 
throats — independents vs. chains, associations vs. asso- 
ciations, employed pharmacists vs. employers. 

These gulfs that divide brother pharmacist from brother 
pharmacist — this deplorable ‘‘us against them”’ syndrome 
demeans the profession of pharmacy. Furthermore, it 
weakens our ability to combat the true, the most insidious 
threat to our profession — the creeping takeover of our pro- 
fessional freedeom of action by government and third-party 
organizations. 

As Lincoln said, ‘‘We are not enemies, but friends.’”’ We 
have acommon need for a fair return for services rendered. 

Surely there is enough room in this enormous country of 
ours for both chain and independent pharmacies. My com- 
pany now is blessed with 180 drugstores, but I still remember 
what it was like struggling to succeed with my first store, 
more than 40 years ago. The independent pharmacy can offer 
Services a chain can never hope to duplicate. There will al- 
ways be a need for independents. By the same token, there is 
also need for the many services that only chains can provide. 
So let us stop contending with each other and join hands in at- 

tacking the serious problems we face in common. 
To those pharmacists who practice as employees of retail 

pharmacies, I appeal to you to realize that true professional- 
ism derives not from narrowly and literally interpreting the 
practice of pharmacy in technical terms. You are not 
endangering your professionalism when you wait on a cus- 
tomer, or answer a telephone, or ring up a sale, or, yes, even 
pitch in to help the store manager ina pinch. If you owned the 
store, you would be mopping floors and unloading trucks and 
working fountains as I and many of you have done. Our jobis 
to be of service to the public, whatever that means. We only 
realize the true fulfillment of our profession when we drop 
the shackles from our minds and hearts, and just help people 
— whatever it requires. I promise you that if we do, we will 
find far greater rewards, both professional and financial. than 
we will ever get by narrowly interpreting our professional 
prerogatives. 

Once we all get our act together — independents, chains, 
and employed pharmacists, we can begin to spend more time 
on a most neglected priority: educating legislators. 

Pharmacy is one of the least appreciated and least under- 
stood professions in the halls of Congress and in our legis- 
latures. We only need consider the ridiculous state substi- 
tution laws, the proliferation of conflicting formularies, the 
inadequate Medical Assistance Program fees and the snow- 
balling burden of needless regulations. We know we have our 
work cut out for us. 

So let’s join hands and work out our differences. If the Is- 
raelis and Egyptians can do it — the Chinese and the Japan- 
ese — the Germans and the French — and countless others. 
separated by centuries of hatred and suspicion — surely we 
of this great profession can do no less. 

re 
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FEO 

PRESCRIPTION 
FOR PEACE OF MIND: 
You want the peace of mind that comes from 

the protection of American Druggists’ 

Insurance. It assures you of prompt, 100% 

claims settlement for fire, 

theft, liability, malpractice. We know the 

pharmacists’ problems best, because 

A.D.I. was founded by pharmacists, in 1906, 

for pharmacists. Let Mayer and 

Steinberg give you a free evaluation of your 

insurance needs. 

Your American Druggists’ Insurance Co. Representative — 

MAYER STEINBERG": 
_ General Insurance Agents and Brokers 

600 REISTERSTOWN RD. BALTO.. MD. 
(301) 484-7000 
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1979 MPhA CONVENTION 
The “Break Away” Experience 

June 24-28 

Tamiment in the Poconos 

Watch for Registration Material 

LUXURIOUS 
ACCOMMODATIONS, C.E. PROGRAM: ENTERTAINMENT: 

including 

breakfast and dinner 

daily. 

Famous nightclub 

entertainment 

and first-run movies. 

ANNUAL BANQUET, 
Installation of 

1979-80 Officers, 

Awards 

and prizes. 
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golf, tennis, 

sailing, boating, 

fishing, 

two olympic size pools 
(indoor and outdoor) 

FABULOUS LAMPA 
PROGRAM 

designed to make 
the 

“break away experience’”’ 

one you will not forget. 

How to improve 

your practice 

through 

Communications 

and Motivation. 

Important Association 

business meeting and 

consideration of policy res- 

olutions. A complete report 

on the state of Pharmacy in 

Maryland. 
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The Industrial Relations Committee presented a Seminar on Employ- 

ment Alternatives in Government and Industry for Pharmacy students 
and interested members on February 22nd. Prominent speakers from ; j ae t 
pharmaceutical advertising ae tiactunee A ne sales and Held at the Health Sciences Library Auditorium, the Seminar attracted 

tlined opportunities. pharmacy students from several regional schools of pharmacy and 
CAEN Apatite de Ps was presented through the cooperation of the SAPhA Chapter and the 

University of Maryland School of Pharmacy. 

IR Committee Presents Employment Seminar 

MSHP Meets at Good Samaritan Hospital 

Pictures courtesy of Paramount Photo 

re 
cs 

The Maryland Society of Hospital Pharmacists met February 8th and 
heard a program presentation by Bonnie Levin Pharm.D. on Kinetics. 
Bonnie is also amember of the M.Ph.A. Board of Trustees. 

Held at Good Samaritan Hospital, a large number of pharmacists 

turned out for the program and dinner hosted by the Hospital. 

~ 

38 THE MARYLAND PHARMACIST 



LETTERS 

March 13, 1979 

David A. Banta, Editor 

The Maryland Pharmacist 
650 W. Lombard Street 
Baltimore, Maryland 21201 

Dear Dave: 

I would like to report a case that may have been 

preventable by the proposed third (or ‘‘under the 
counter’) class of drugs, i.e. dispensed only by the 
pharmacist with appropriate patient education. 

The three year old son of a head nurse at The Good 
Samaritan had been recently diagnosed as iron- 
deficient. The pediatrician recommended Fer-In-Sol®, 
See TID. At her community pharmacy, she bought the 
only available Fer-In-Sol product on the shelf, and for 2 
days dosed the child as prescribed. Since the bottle con- 
tained only S0cc, she called our pharmacy to see if a 
larger size was available. On questioning, our staff 
realized that the 1Scc per day dose was prescribed for 
the syrup (18mg elemental iron per Scc), not the drops 
(15mg per 0.6cc), and the child had received more than 

ten times the recommended dose. The only dosing in- 
formation on the label was 0.6ml QD or as directed by 
the physician. 

The Maryland Poison Information Center (MPIC) 

was Called, and the child was immediately brought in for 
evaluation. Fortunately he had only mild diarrhea and 

his serum iron level was within normal limits. Many oth- 
ers are not so lucky — iron toxicity can range from 
bloody diarrhea to massive GI bleeding and death. 

This incident may have been prevented by a 
pharmacist who kept all potentially toxic O.T.C. prod- 
ucts wnder the counter, and when dispensed, discussed 
the recommended dosage with the patient. I have seen 
several cases where lack of information and mis- 
information about pediatric agents led to overdose and 
toxicity. More stringent dispensing habits (mandated or 
voluntary), patient education and improved labelling will 
help recurrences of this potentially life-threatening inci- 
dent. 

Sincerely, 

toe ee Phen. 
Bonnie Levin, Pharm. D. 
Clinical Pharmacist 

The Good Samaritan Hospi- 
tal 

APRIL, 1979 

February 28, 1979 

David A. Banta 
Executive Director 

Maryland Pharmaceutical Association 

650 West Lombard Street 

Baltimore, MD 21201 

Dear Dave: 

The January issue of the Maryland Pharmacist is great! 
My congratulations to you and your staff in your efforts 
to continually produce a journal for your membership 
that is informative, educational and easy to read. 

Your editorial in the same issue on Apathy is quite a pro- 
pos. Apathy will prevail — not only in our profession — 
but in any whose members choose to ‘“‘let the other guy 
do it’’; and if it so prevails, then the profession will suffer 
— as we are beginning to — the early stages of a lethal 
syndrome. I suggest to you and to all my colleagues that 

new research be initiated to find the cure before we lose 
total control over our future. 

Dave, I’ve sent the editorial to each of our Officers and 
Board of Directors and also would like to reproduce it — 
giving credit of course to Mr. Stanley J. Yaffe, MPhA 
President, in a future newsletter or journal. 

Sincerely, 

‘ 

James H. Stewart 

Executive Secretary 

Massachusetts Pharm. Assn. 

TO: State Pharmacy Associations 

In some areas of the country Premo Pharmaceutical Labora- 

tories, Inc. of Hackensack, New Jersey has been marketing its 

brand of chlorpropamide tablets under the trade name Insulase™. 

Premo does not have an FDA-approved New Drug Application 

for Insulase. As you know, Pfizer filed suit against the FDA seek- 

ing an order to require FDA to use its regulatory tools against the 
marketing by Premo of its brand of chlorpropamide. 

In addition, as you may know, in a Federal Register notice 

published December 1, 1978 the FDA confirmed that an approved 

new drug application was necessary for the marketing of chlor- 
propamide and that marketing of this product prior to FDA ap- 
proval would ‘‘subject such products, and those persons who 

caused the products to be marketed, to regulatory action.”’ 

Pfizer’s brand of chlorpropamide, sold under the name ‘‘Dia- 
binese®”’ is the only product approved by the FDA. 

We have been advised by the FDA that procedures for sei- 
zures of Premo’s chlorpropramide in various locations have been 

initiated by FDA on the grounds that it does not have FDA ap- 

proval for marketing of its brand of chlorpropamide. 

Very truly yours, 

Daniel J. Coakley 
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Liability 
rotection 

(It comes with every tablet you dispense) 
A significant article on phar- 

macy law stated that “it is not 
unlikely that pharmacists substitut- 
ing therapeutically or bioequivalent 
drugs for those prescribed will face 
increasing confrontation in the 
courts on the issue of their liability 
for unanticipated or adverse reac- 
tions from drugs dispensed by 
them:’* 7 
__ It should be reassuring to know, 

_ therefore, that McNeil Laboratories 
stands behind you every time you 

fill a prescription for TYLENOL® 
with Codeine tablets or elixir—and, 
for that matter, for every McNeil 
product you dispense. The “McNeil 
Pharmacist Protection Policy” gives 
you this assurance. (If you don’t 
already have a copy, you might like 
to send for one.) 

Today’s pharmacist faces many 
problems. Unnecessary liability risk 
is One you can avoid. 3 

*From a Special report reprinted from U.S. Pharmacist 2(4):18-23, 1977. ‘Pharmacy Law.” by 
Michael R: Sonnenreich, J.D. 

TYLENOL 
WITH CODEINE 

TABLETS 

No. 3 
NDC 0045.0613-60 
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President's Message 

A New Approach 

in Continuing Education 

Something revolutionary is happening in the area of continuing education for 
pharmacists in Maryland. The University of Maryland School of Pharmacy will be decreas- 
ing its role as a provider of C.E. As a result, the ‘‘Continuing Education Coordinating 
Committee”’ has been formed. It is made up of representatives from the School, the Mary- 
land Society of Hospital Pharmacists and the MPhA. 

In addition to the natural benefits derived whenever pharmacy organizations coop- 
erate with one another in this fashion, I see a very important opportunity for practicing 
pharmacists to provide direct input into the formation of future C.E. programs to be 
provided by the Coordinating Committee. The Committee intends to act as a resource, 
coordinator and provider of interesting and relevant C.E. programs. 

I believe that this is an important event. The Committee will begin its work by pub- 
lishing a directory of available C.E. programs for pharmacists. At last, we will begin to see 
coordination in information of all the programs available from the various C.E. providers. 
The formation of this Committee is especially important since it is quite likely that we will 
have a mandatory continuing education bill again introduced in next year’s legislative ses- 
sion. 

Pharmacists who are interested in continuing education should contact the MPhA 
office now to take advantage of the opportunity to make suggestions or comments. 
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Home Care of the Terminally Ill 
by 

Phillip Paul Weiner, R.Ph. 

Presented at the 1979 Swain Seminar 

Picture Courtesy 

Paramount Photo 

Service 

My talk this morning is about caring for the terminally ill 

cancer patients in their home. Two words are important in 

this discussion: is and if. . . Is, in the informal, means the 

present condition and If . . . when used as a noun, is a 

supposition. What I hope to accomplish is to talk about 

what made me think about this problem, what I am doing 

now and what IF it all works out. 

Unlike my colleagues who will speak later, my program 

is ‘‘in utero’’. Not only am I not in the field, I am unfor- 

tunately, a good year away. Lack of time and lack of 

knowledge prevent a reasonable success assurance at this 

time. 

Sometime in early 1977, I received a telephone call, and 

thus the scenario began. Phill this is Charlie. We are bring- 

ing Mickey home ina few days, she has cancer. Naturally, 

as a community pharmacist who cares greatly for his pa- 

tients, I immediately offered whatever assistance I could in 

order to make her stay at home as comfortable as possible. 

A wheelchair, and an alternating pressure pad were the only 

medical equipment items needed. Pain medication started 

with Demerol and soon progressed to Percodan and then to 

the injectables. On one Saturday afternoon about 2 p.m., 

after my driver had already left for the day, I received a 

frantic telephone call from the husband that he would not 

have enough Pantopon to last the weekend and that Mickey 

was feeling poorly. Because the physician and I had anti- 

cipated this, I had been sent several advance dated pre- 

scriptions for just such an emergency. I told Charlie that I 

would stop by after I closed the pharmacy at 3 p.m. and de- 

liver the medication personally. Upon my arrival at their 

home, I was asked in to say hello to Mickey. I remember 

her as a fiftyish moderately sized woman whose vivacious 

personality and manners made her a very pleasant person to 

know. What I saw that afternoon, was a sight that those of 

you who have seen before will be able to empathize with me 

about, and those of you who have not could not possibly 
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understand with words. This beautiful woman now 

weighed eighty pounds or less. What little hair she had on 

her head was snow white. She sat, or more correctly she lay 

in a sitting position on a sofa over a couple of pillows be- 

cause she could not lie any longer in bed or in any other 

place or position. And yet, if I closed my eyes and just 

spoke to her, she was as I remembered her before and as I 

remember her now, alive and vivacious. Mickey died two 

weeks later. On my way home from visiting with her I 

vowed to myself, something more must be done for those 

people who want to die at home amongst friends and family 

instead of the cold and impersonal confines of a hospital or 

nursing home. 

When something bothers me, I often sit at my desk at 

home and write. These writings formulated into what I call 

‘Project Alpha’. I have spoken to members of academia, 

oncologists, nurses, colleagues, and laypersons. It seems 

that everyone has applauded this idea in principle. But prin- 

ciples do not pay bills. I must publicly thank the three peo- 

ple in our field who have been responsible for my progress 

to this point. Dr. Arthur Serpick, a Baltimore metropolitan 

area oncologist who besides being a personal friend has 

been involved in cancer research and independent practice 

for almost 20 years. Dr. Ralph Shangraw of the University 

of Maryland School of Pharmacy for his interest in my pro- 

ject and for putting me in contact with Mr. Clarence Fort- 

ner, Chief of Pharmacy Research, Baltimore Cancer Re- 

search Center, which is part of the National Cancer Insti- 

tute of the National Institutes of Health. 

As an initial part of my retraining, I am spending one day 

a week at BCRC observing the life and death of patients in 

the 35-bed cancer research unit. It has been extremely help- 

ful listening to the problems encountered in treating these 

patients from all aspects of care ... medical, physical, 

psychological, nursing, and pharmacy. I have had the 

opportunity to go on rounds with the staff physicians, 

watch certain surgical procedures, attend staff seminars. 

The clinical research pharmacists at BCRC are a credit to 

their profession. They are knowledgeable beyond belief. 

The innumerable protocols, the antineoplastic drugs, anti- 

biotic and antifungal drugs. Some of these drugs are so 

newly experimental that there are only numbers and letters 

instead of names. These drugs are known inside out by 

these pharmacists. 
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I have been able to work in the three different areas of 

the clinical pharmacy. The outpatient area dispenses drugs 

to those patients who have either been released from the 

hospital or whose disease state has not yet reached a stage 

necessary for hospitalization. The unit dose area dispenses 

medication to the inpatients on a twice a day regimen. What 
medications are not prepackaged, are done so inhouse ei- 

ther by BCRC or University Hospital. The third area is the 

IV additive area. Being a community pharmacist, this area 

has been of particular interest to me for several reasons. 

First, because this could be very useful in my project, sec- 

ondly, because it was a new experience in pharmacy prac- 

tice, and thirdly because an area within IV additives is of 

even more possible importance to both my project and/or a 

separate area of service. That area is TPN or Total Paren- 

teral Nutrition or as it is more commonly known, hyperali- 

mentation. 

. . . provide the best possible care in an 
impossible situation. 

Body fluid imbalances are being recognized today as an 

ever increasing problem to the physician. Virtually every 

seriously ill patient is a candidate for one or more fluid im- 

balance disturbances. Even patients who are only moder- 

ately ill may not escape them. Therefore, the terminally ill is 

a definite candidate for TPN. I might add, that in Wash- 

ington State, Blue Shield is paying fees to at least one 

pharmacist to prepare IV fluids for home treatment. 

I was able to attend one seminar conducted by the 

psychiatrist attached to the BCRC. This seminar took up 

the case of one of the patients who was a particular problem 

to both the medical staff and, in particular, to the nursing 

staff. The patient was in her final stages of life; still lucid, 

she was most uncooperative. She would not eat, would not 

answer questions, would not take medication, and coupled 

with being incontinent both urethrally and rectally, the staff 

found it difficult to cope. Nursing morale and physician 

morale were low. The seminar allowed the feelings of the 

staff to be examined and rational answers to be entered. 

Naturally, the patient expired within ten days of this semi- 

nar, but the learning experience of the staff will aid them in 

dealing with the next patient and, unfortunately, there will 

be a next patient. 

I am currently enrolled at the Community College of 

Catonsville in a 3-credit course called Death, Dying and Be- 

reavement. The course treats the subject matter directly in 

order to prepare someone who treats the patient or the fam- 

ily with information to be able to cope with not only the pa- 

tient’s death, but the realization of one’s own death. 

Now, to my IF part: If my program works, I will be quite 

happy with myself. Part of this program is expectation, part 

hope, and part fantasy. I cannot distinguish one part from 

the other because what I may feel is fantasy may become in 

fact, fact. And conversely, what I hold as expectation, may 

be folly. Further, what I expect to happen, may not only not 

happen, but possibly, could not. 

My greatest accomplishment level in this program 

would occur as follows: 
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The independent pharmacist who would be a commun- 

ity practitioner specializing in oncology pharmacy. This 

person would be able to treat, under the auspices of an 

oncologist, a patient who the physician has diagnosed as 

having cancer and whose prognosis in his expert opinion is 

very poor. I feel the time parameters would be one to eight 

weeks. Although we all know no one knows how long any 

given patient can live, a time frame must be established. 

The scenario would then proceed as follows: the patient has 

either undergone an open and close operation or after a pe- 

riod of treatment, the prognosis is poor. Their problems 

may have started with a lump in the breast, rectal bleeding, 

lethargy, diarrhea, or any of many other symptoms, fol- 

lowed by diagnosis of solid tumors and the open and shut 

cases. In the case of leukemia, patients blood or bone 

marrow tests, certain surgeries and other tests can confirm 

lymphocytic or myleocytic disease. Once a person has been 

diagnosed as having a cancer, the physician must inform the 

patient. When a patient learns of sucha disease as this, and I 

add that I am talking about terminal disease, he usually goes 

through a series of five stages to acceptance of his impend- 

ing demise. According to Elizabeth Kubler-Ross, they are 

Denial or it can’t be me to Anger or why me, why did I de- 

serve this, why not someone else, Bargaining — Dear g-d if 

you will allow me to live. . . I will. . . which leads to De- 

pression or leave me alone. And finally to the Acceptance 

where he says OK, I’ve got cancer and now I am going to 

fight it, I am going to live my life differently and I am going 

to get my life in order. This progression can occur quickly 

as in the case of the Honorable Hubert H. Humphrey or it 

can stop at the Denial stage or anywhere in between. 

The pharmacist would visit the patient 
2-3 times a week. . . 

In this situation, my patient to be, will have accepted 

their lot and will have made the decision not to die in a hos- 

pital or nursing home. Instead, they will want to go home. 

Another instance of this decision to die at home may come 

from the loved one. . . a husband or wife, a parent or child, 

someone who wants to be near their family in this time of 

crisis. Most of us who are in community pharmacy have 

tried to care for patients who have come home to die. We 

have supplied pain medications and medical and incon- 

tinent supplies to these people. If you are like me, you have 

been as frustrated as I have in dealing with their needs as I 

explained earlier. 

Once this decision has been made and the physician ad- 

vised, he will suggest to the family or the patient that he con- 

tact me in order to have continuity of treatment and to ease 

the burden from the suffering and from the physician who 

has said in his own mind that this patient will not survive 

this disease for long. Again, I want to stress one important 

point. When I say physician or doctor, I am talking only 

about oncologists. I do not feel that internal medicine or 

general practice physicians can psychologically allow 

themselves the possibility of calling in someone like me to 

care for their patients. On the other hand, the oncologist, 
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the specialist in this field, once he has decided he can no 

longer help a patient achieve a remission or a cure for his 

condition, can have enough confidence in his decision and 

myself as a pharmacist to give his patients the best care pos- 

sible. Remember, also, that I will be acting in consult with 

the physician, not on my own. All treatments will be given 

under the authority of the physician, but you or me, the 

oncology-pharmacist, will know his patient as well as or 

even better than the doctor. It is not my intent to act as a 

physician, but rather as a provider of the best care possible 

in an impossible situation. It is my hope that the oncologist 

will be able to hopefully diagnose and successfully treat 

new patients while I comfort and aid those patients who are 

in their life threatening situations. Which by the way is now 

the preferred way of expressing a terminal illness — re- 

member it — life threatening, it does not sound as ominous, 

it is More accurate, and it sounds a little unsure. That is also 

true, we are never sure. 

When I am called by the practitioner, I will go to the 

hospital to speak to the patient and/or the patient’s family 

about my services. This visit also affords a face to face en- 

counter with the patient. At this time, I will obtain as much 

information on the patient as I can. A drug history if you 

will, obtained from the hospital records and the patient, if 
able. This is to set up a patient profile. Lest we forget that if 

the patient has, for example, a heart condition, medication 

for that condition must be continued for at least two rea- 

sons. The first is medically, the second is psychologically. If 

the patient is given no medication other than what is needed 

for his terminal illness, he will have no hope of survival even 

if there is no hope. Why not give him a little hope? Another 

reason is that with some medications the dosage regimen 

must be altered as the patient’s condition changes. 

Once the hospital visit has been completed, and the pa- 

tient is going to go home, it is my intention to transform a 

room in the home to simulate a hospital room. A hospital 

bed, an over the bed table, side rails, an alternating pressure 

pad, commode, walker and/or wheelchair, bed pan, and 

bedside sets will be standard issue with oxygen and/or an in- 

termittent positive pressure breathing machine for those pa- 

tients with respiratory problems. 

I have heard of a number of cases where chemotherapy 

has been started and the prognosis is dim before either the 

last course has been given or where the oncologist would 

still like to continue chemo although hope appears very 

dim. If I would be able to give the chemotherapy, consider- 
able savings would occur. It is much less costly for one per- 

son to go to the home and administer therapy than it would 

be to have an ambulance pick up the patient, transport him 

to a hospital, wait while the chemotherapy is given, and 

then transport the patient back to the home. Another part of 

the injection area is that of taking blood. You would be 

amazed what some of the blood tests available can tell. 

Such tests as creatineine clearance, B.U.N., Uric Acid 

levels can tell much as to the condition of the patient. 

Naturally, pain medications are extremely important 

because in virtually all of the cases, pain is the one problem 

the patient has. As the disease state increases, the pain usu- 

ally becomes more intense. Once an advanced state is 

reached, the narcotic injectables along with pain relief en- 
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hancers may be given, but the dose given must be moni- 

tored and altered to each patient. Today, we have ** Bromp- 

toms Mixture’, a combination of Morphine and Cocaine 

amongst others. So far, it has not been as successful in my 

practice as it has been touted to be, but I have some ideas on 

how to improve the formula. 

Educating the family is an important part of this project. 

Since one of the objects is to reduce total costs of the illness, 

it is important that the family be able to perform many tasks 

for the patient. Administration of injectable medications is 

probably the easiest to give, once the squeamishness has 

been overcome. Having taught this before, I know first 

hand the gratification and satisfaction on the families’ faces. 

I want to take just a moment here to give another reason 

for patients going home. Ifa patient is allowed to terminate 

his life in the familiar and beloved environment, it requires 

less adjustment for him. His own family knows him well 

enough to replace a sedative with a glass of his favorite 

wine; or the smell of a home-cooked soup may give him the 

appetite to sip a few spoons of fluid which is probably more 

than he would do with institutional food and it is certainly 

better than an IV drip. It also allows the patient to see more 

loved ones, especially young children. It also affords those 

children an insight into dying, an insight we tend to feel neg- 

ative about, but which is probably better for the child. 

Liability is an unknown. 

The pharmacist practitioner would visit the patient 2-3 

times a week until and unless needed more frequently. 

When the patient expires, the equipment will be removed 

and the room returned to its original state as quickly as pos- 

sible and as inconspicuously as possible. 

This is in essence what the project is about. I stated be- 

fore, that this could be a case of Pharmacist playing doctor. 

If you want to believe this, OK, but I prefer to see it as utiliz- 

ing the knowledge of a pharmacist in more than a count and 

pour situation. By having Pharmacists in this program, it 

would allow a number of independently minded people the 

opportunity to be their own boss. I can foresee up to 20 

pharmacists utilizing the services of acore pharmacy devot- 

ing approximately 1000 sq. ft. to the prescription depart- 

ment and another 1000 sq. ft. to the equipment end. The 

pharmacy could be open to the community, but that would 

be an individual or group decision. In this group, the hier- 

archy would be as in any group; with benefits and ad- 

vancement possible. 

Because of the retraining I am trying to achieve, and be- 

cause I am not sure I will be able to retrain fully, I feel that if 

the program is to be implemented, some changes in the 

curricula at Pharmacy School might be in order. I would 

like to see an additional year of intensive study including, 

IV additive and TPN, nursing techniques applicable, 

antieoplastic pharmacology, psychology of death and clini- 

cal experience. I would further like to see this as either a 

masters or a Pharm.D. program. 

Everything has not been roses. I have been frustrated in 
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a number of ways. I have submitted applications for grant 
funds to the Robert Wood Johnson Foundation. founded by 
the originator of the J & J Company. The Robert Wood 
Johnson Foundation spends millions of dollars on grants, 
but cannot underwrite ‘‘retail’’ projects. Through the Uni- 
versity of Maryland School of Pharmacy, the Kellough 
Foundation is available, but so far dollars are not forth- 
coming. I have submitted a prospectus to the National 
Center for Health Services Research but it is much too early 
to even think about. I have been overtly thwarted in at least 
one area. I have shown that I feel being able to take blood 
and to start and give IV’s are important parts of the program 
along with other nursing skills. At this point in time, I have 
not been able to obtain that training because of misunder- 
standing of nursing personnel. 

I have saved the last two areas for last because of the 
unknowns surrounding them. Liability is an unknown. Re- 
membering that I am working under the auspices of a physi- 
cian, is he liable or am I? But I am treating terminally ill pa- 
tients with life expectancies of up to 8 weeks. What would I 

be liable for if they died in 3 weeks? I think this question can 

only be answered after all else is ready for the program. 

The biggest question is how am I going to be paid? Ac- 

cording to information I received a while ago, the govern- 

ment — 1.e., Medicare — will pay when either the patient 

care is superior over what is available now or if the cost is 

lowered. I naturally think the patient care under my pro- 
gram will be superior to what is available at this time. The 

cost factors should make the government people and all 

third party carriers very happy. Against a per diem care in 

the hospital in excess of $200.00, is my calculations of a 

weekly cost of $200.00. 

Thank you for listening. I hope you have enjoyed my talk 

as much as I have enjoyed doing and preparing this pro- 
gram. aaa 

calendar =o 

May 30 — U. of Md. Pharmacy Alumni An- 
nual Graduation Banquet 

May 31 — School of Pharmacy Convocation 
June 20 — Balto. Veteran Druggists, Annual 

Crabfeast, Rodowskas’s shore 
June 22-24 MSHP Seminar — Hershey, Pa. 
June 24-28 — MPhA CONVENTION — 

TAMIMENT, Pennsylvania 

July 30/Aug. 14 — MPhA TRIP TO AUS- 
TRIA, GERMANY & SWITZERLAND. 
CALL OFFICE FOR LAST MINUTE 
RESERVATIONS. 

Sept. 11 — Alumni Assn C.E. Program — 
Ethics in Pharmacy 

Oct. 15-18 — NARD Convention — Las 
Vegas, Nevada 

Nov. 4 — Alumni Association Oyster Roast, 
Overlea Hall 
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PMA’s Model Pledge 
for Sales Representatives 

I believe that as a Professional Sales Representative | 
have a responsibility to communicate my company’s ethi- 
cal standards to physicians, pharmacists and other health 
professionals in a professional manner. As my company’s 
most direct contact with the medical and pharmacy com- 

munity, I am expected to live up to a high level of ethical 

conduct. Such conduct will be reflected by the accuracy of 

my presentation, my willingness to serve my company and 

the health care industry, and by my personal attitude and 
behavior. 

I believe that the Professional Sales Representative is an 

integral part of an educational marketing and product in- 

formation system that must, in the interest of patient care, 

keep health professionals abreast of developments in health 

care. I believe that my primary responsibility in the course 

of presenting my company’s products is to supply accurate 

and complete information about these products to physi- 

cians, pharmacists and other health care professionals. 

I understand that as a Professional Sales Representative 

I should have complete knowledge of products in my com- 

pany line and that the basic source for the information 

which can be conveyed about these products is that which 

has been approved by the Food and Drug Administration. 

I pledge that my promotional presentations to health 

professionals will recommend usage only in accordance 

with the FDA-approved labeling, and that I will offer to 

these professionals, a copy of the current official product 

brochure for each of my company’s prescription drugs 

which I promote. All product comparisons will be based on 
facts. 

The privacy of the physician-patient-pharmacist 

relationship will be respected at all times. I will not examine 

prescription files to gain knowledge of individual physi- 
cians’ prescribing habits. 

I will not provide gifts, premiums, or prizes of other than 

nominal value, to physicians, dentists, pharmacists, medi- 
cal students or other medical personnel for the purpose of 

influencing the prescribing, use, or dispensing of my com- 

pany’s prescription drug products. I may provide materials 

supplied by my company which are intended to be used for 

informational or educational purposes. 

I shall exercise proper care at all times to keep prescrip- 

tion drug products for which I am responsible out of illicit or 

illegitimate channels of distribution. If I do distribute sam- 

ples and complimentary packages of prescription drug 

products, I will do so in reasonable quantities, and only 

upon the written request of medical practitioners au- 

thorized to prescribe drugs. 

I will not solicit, accept or agree to receive any kind of 

compensation from the distribution and sale of my com- 

pany’s products from any party other than my employer. 

I pledge to abide by the above standards and use the 

special training and knowledge I possess to assist in the 

safe, knowledgeable and effective practice of medicine and 

pharmacy. 
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Lilly Digest Shows 
Expenses Reach All-Time High 

The 1979 preliminary Lilly Digest report, based on 1978 

operating statistics from 851 community pharmacies, indi- 

cates that total sales, cost of goods sold, and miscellaneous 

operating expenses reached an all-time high that resulted in 

the lowest gross margin and net profit recorded during the 

past ten years. The data strongly suggest that pharmacy 

managers must put forth more effort to hold the line on op- 

erating costs. When the income and expense statement 

items are expressed as percentages of total sales and com- 

pared with Lilly Digest figures for 1977, they show that. . . 

munity pharmacy. 

all-time low. 

counted for over half of the community pharmacy volume 
at 51.1 percent (up from 50.4 percent in 1977). This again 
reminds us of the strong impact the prescription depart- 
ment exerts on the financial picture of the average com- 

A higher cost of goods sold forced the gross margin 
down once more, for a ten-year low of 34.6 percent of 
sales (down from 34.9 percent in 1977). Total expenses 
decreased slightly, but not enough to prevent net profit 
before taxes from dropping to 3.2 percent of sales, a new 

Total sales attained a new high of $355,691 — $32,936 
(10.2 percent) over 1977 sales. This rate of increase is 
higher than the average growth rate of 6.2 percent ob- 
served during the past ten years. Prescription sales again 
surpassed other sales by posting an 11.7 percent gain, in 
contrast to an 8.7 percent increase in other sales. For the 
second consecutive year, total prescription revenue ac- 

LILLY DIGEST PRELIMINARY REPORT--1979 tbe Vie Se ee ee 

Total operating expenses rose by $10,006 (9.8 per- 
cent) but, as a percent of sales, fell from 31.5 percent in 
1977 to 31.4 percent. Employees’ wages increased in dol- 
lars but fell to 11.6 percent of sales, down 0.2 percent from 
the 1977 figure. The average proprietor’s salary also was 
higher in dollars (by $1,368) but lower as a percent-of 
sales (6.7 percent — down from 7 percent). Although net 
profit declined as a percent of sales, it was $316 higher 

(up 2.9 percent over 1977's figure). This 

allowed total income (net profit plus 
proprietor’s salary, before taxes) to in- 

crease in dollars but to drop dramati- 

1978 Amount and cally as a percent of sales, from 10.4 

Averages per Pharmacy (851 Pharmacies ) (1,712 Pharmacies ) Percent of Change percent to 9.9 percent in 1978. 

Although prescription inventory re- 
quired $2,295 more dollars than in Sales 

Prescription $ 181,635-- 51.1% $ 162,631-- 50.4% +$ 19,004--11.77% 

Other ”174.,056-- 48.9% __160,124-- 49.6%  +$ 13,932-- 8.7% 
Total $ 355,691--100.0% $ 322,755--100.0% +$ 32,936--10.2% 

Cost of goods sold __232,568-- 65.4% __209,954-- 65.1%  +$ 22,614--10.8% 

Gross margin $°123,123== 34.67% S$ 1125801--" 34.97 +S 105322-- 9.27 

Expenses 

Proprietor's or manager's 

salary 5235990-- 6 7 one 2, O22- ema OG +$ 1,368-- 6.1% 

Employees! wages 41,363-- 11.62 38,063-- 11.8% +$ 3,300-- 8.7% 
Rent 8,755-- 2.5% 8,080-- 2.5% +$ 675-- 8.4% 

Miscellaneous operating 
costs 37,676-- 10.6% 33,013-- 10.2% +$ 4,663--14.1% 

Tetal expenses $ 111,784-- 31.4% $ 101,778-- 31.57 +$ 10,006-- 9.8% 

Net profit (before taxes) $5 11339 = Se oon Lg 023 mee 74 +$ 316-- 2.9% 

Total income (net profit plus 

proprietor's salary, 
before taxes $ 35,329-- 9.9% $ 33,645-- 10.4% +$ 1,684-- 5.0% 

Value of inventory at cost 

and as a percent of 

sales 

Prescription $ 21,766-- 12.0% $ 19,471-- 12.0% +§ 2,295--11.8% 
Other 37,440-- 21.5% 33,911-- 21.2% +$ 3,529--10.47% 

Total $ 59,206-- 16.6% $ 53,382-- 16.5% +$ 5,824--10.9% 

Annual rate of turnover 
of inventory 4.0 times 4.0 times No change - 

Number of prescriptions 

dispensed 

New 13,558-- 48.5% 12,931-- 48.5% + 627-- 4.8% 

Renewed 14 ,394-- 51.5% 13, 718-- 51.5% + 676-- 4.9% 

Total 27,952--100.0% 26 ,649--100.0% + 1,303-- 4.9% 

Average prescription charge $6.50 $6.10 +$ 0.40-- 6.6% 

1977, at 12 percent, it remained the 

same as a percent of sales. This caused 
the prescription department’s sales 
productivity to decline slightly to $8.34 
per stock dollar (down 1 per cent). 
Other merchandise productivity also 
decreased from $4.72 to $4.65 per dol- 
lar invested in inventory. 

The shares of new and renewed pre- 
scriptions remained the same for the 
reporting period, although both in- 
creased in volume (627 and 676 respec- 
tively). This resulted in total pre- 
scriptions reaching a new 20-year high 
of 27,952 (up 1,303, or 4.9 percent over 

1977's figure). Since this reverses a 
two-year trend, it will be interesting to 
see whether the final 1978 statistics will 

support this change. 
The average prescription charge 

rose 40 cents (6.6 percent) during 1978, 

to $6.50. 

The following table sum- 
marizes the preliminary Lilly Di- 
gest report of the 1978 operating 
figures of 851 community 

pharmacies and compares them 

with the 1977 Lilly Digest aver- 
ages from 1,712 pharmacies. The 
annual Lilly Digest will be com- 
pleted and distributed in Sep- 
tember, 1979. 
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A Project to Help Optimize the Results 

of Drug Therapy in the Elderly 
by 

Ruth Sammel Blatt 

Pharmacy Student 

Ruth worked as a special studies extern in the Association office — 

and completed this article as part of that experience. 

ABSTRACT 

A Task Force on Aging has been set 

up by the University of Maryland Pro- 

fessional Schools to examine problems 

of the elderly and to help resolve some 

of these problems. The purpose of the 

Aging Project developed by the Phar- 

macy Task Force was twofold: to en- 

hance awareness among students of 

the needs and capacities of the elderly 

and to present up-to-date information 

regarding drug usage to elderly citi- 

zens. Four students, in conjunction 

with faculty of the School of Pharmacy 

developed speeches to be delivered 

at senior centers. The students con- 

tacted the Baltimore Veteran Druggists 

(BVD’s), a group of retired pharma- 

cists, and asked them to participate in 

the project. Teams of students and vet- 

erans developed presentations, which 

were jointly delivered at the Waxter 

Center, a senior center in Baltimore 

City. 

GOALS 

The goals of the program were to in- 

crease knowledge among the elderly of 

drug usage and misusage and to sensi- 

tize the pharmacy students to the needs 

of the elderly. 
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MOTIVATIONS 

The motivations for the program 

were many. The size of the aged popu- 

lation is increasing in our society, but 

the formal pharmacy education in- 

cludes little information regarding 
needs and specific behaviors of the el- 

derly. This program was designed to 

increase pharmacy students’ knowl- 

edge, attitudes, and skills in working 

with the elderly. The elderly are major 

drug users and have been found to lack 

knowledge and understanding of how 

they can optimize their own drug 

therapy including drug usage, inter- 

actions and side-effects. We also 

wanted to increase consumer aware- 

ness regarding pharmacist selection, 

self-advocacy and knowledge of over- 

the-counter and generic drugs. An- 

other motivation for the project in- 

cluded involving retired pharmacists in 

peer education and interaction with 

students. Retired pharmacists could 

become models for students, while 

utilizing wisdom gained through years 

of experience. 

The pharmacist is the health care 

professional most frequently seen by 

the elderly. In order for their therapy to 

be effective, the aged must understand 

their medication regimen. The 

pharmacist has the necessary knowIl- 

edge to educate the elderly. However, 

the pharmacy student often has not de- 

veloped the communication skills and 

sensitivity to this age group which are 

necessary to effectively accomplish 

consumer education. 

In conjunction with faculty, the stu- 

dents selected four topics felt to be im- 

portant in optimizing results of drug 

therapy in the elderly. The program 

consisted of a presentation of one topic 

per day, followed by a question and an- 

swer session, for four consecutive Fri- 

days. 

DAY ONE — 

A Trip Through the Body 

The basic anatomy of the human 

body was outlined. The major organs 

were pointed out and their functions 

were explained. Sites of action of some 

drugs were illustrated. This knowledge 

was then used to describe various sys- 

tems of the body — digestive, respira- 

tory, skeletal, central nervous, excre- 

tory and cardiovascular. Included in 

the discussion of the functioning of 

these systems, the effect of aging on 

these systems was described. The pri- 
mary point explained was that in- 

creased age tends to slow down these 

systems and often causes them to work 

less efficiently. It is felt that knowledge 

of this fact will increase comprehen- 

sion in the elderly that their body func- 

tion has been altered and they may 

need different care than they are accus- 

tomed to. Hopefully, the understand- 

ing of their body function will increase 

the elderly’s participation in their own 

drug therapy. 

DAY TWO — 

Over-the-Counter Drugs 

An over-the-counter (OTC) drug 

was defined as being a drug that can be 

purchased without a prescription from 
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a physician. It was emphasized that 

even though a physician’s order is not 

required, an OTC drug is indeed a drug 

and all the precautions that are neces- 

sary in taking a prescription drug 

should be followed for this class of 
drugs, as well. Since aspirin is present 

in a wide variety of OTC drugs, it was 

used as an example. First, the three ac- 

tions of aspirin were explained — anal- 

gesic, antipyretic, and anti-inflamma- 

tory. Then examples were given of 

products that contain aspirin — Empi- 

rin compound®, Anacin®, Excedrin®, 
and Sine-off®. The differences in the 

advertised claims of these products 

were pointed out: some are to be used 

for pain, some for allergy and some for 

inflammation. The labelled claims vary 

widely for these products and yet they 

all contain the same drug. The impor- 

tance of reading labels and ingredients 

was emphasized. At this point, the role 

of the pharmacist in aiding product se- 

lection was brought out. The elderly 

participants were advised to consult 

their pharmacist for help in deciding 

which OTC product will best suit their 

needs. They were instructed to tell 

their pharmacist about any other medi- 

cations they were taking and about any 

diseases or conditions they may have. 

DAY THREE — Generic Drugs 

The term generic was defined as the 

name of a drug entity without a specific 

manufacturer’s label. For example, 

acetylsalicylic acid is the chemical 

name, aspirin is the generic name and 

Bayer® is the brand name. Bayer®, 

Norwich® and Joe Doe’s aspirin all 

contain the same drug. As long as each 

product meets government standards, 
the same effect should be obtainable 

from any of these products. Therefore, 

the participants were urged to ask their 

pharmacist if the generic equivalent is 

available for their medication. The 

point was made that not all drugs are 

available generically and their pharma- 

cist can supply this information for 

them. The importance of generic drugs 

to the elderly is mainly economic. 

Since generic drugs are often less ex- 

pensive than the brand name product, 

elderly patients will be better able to af- 

ford their medications. In essence, this 

makes many drugs more accessible to 

elderly patients and may, therefore, in- 

crease compliance. Since substitution 
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is legal in the state of Maryland, it is 

important that patients know their 

rights in this matter. 

DAY FOUR — Misuse of Drugs 

Misuse of drugs was defined as the 

improper use of medications being 

taken for therapeutic reasons. It is im- 

portant for our participants to under- 

stand what the directions for their 

medications are. For example, what 

does ‘‘three times a day’’ mean? 

Should the drug be taken before meals 

or after? Are there any foods that 

should not be eaten with this drug? 

How long is the course of therapy? To 

obtain answers to these questions, the 

elderly participants are instructed to 

ask their pharmacist. We were trying to 

make them aware of the type of infor- 

mation they need to know in order to 

properly take their drugs. 

Three classes of drugs which are sub- 

ject to misuse in the elderly were dis- 

cussed — sedatives, antihypertensives 

and laxatives. For sedatives, the term 

‘‘as needed”’ (prn) was discussed. Jt is 

important that the elderly do not feel 

that they must take a sedative every 

night. For antihypertensives, we ex- 

plained the importance of taking their 

medication every day for as long as the 

doctor prescribes. For laxatives, regu- 

larity was discussed. Many elderly pa- 

tients feel that to be regular means to 

evacuate at least once a day. This is a 

misconception because regularity is 

different for everyone. Also, more nat- 

ural means of laxation were discussed. 

The main point stressed was that if 

the participants had any questions 

about how their medication should be 

taken, they should ask their pharma- 

cist. 

CONCLUSIONS 

The prospects for continuation of 

this program are good for a variety of 

reasons. The program was positively 

evaluated by the elderly participants, 

student speakers, and veteran pharma- 

cists. All wanted to continue the pro- 

gram. Baltimore has a very large geria- 

tric population that is always increas- 

ing. At least 35% of the population in 

Baltimore City is over 65 years of age. 

There are fourteen multi-purpose sen- 

ior centers in Baltimore City under the 

auspices of the area agency for aging. 

This administrative body has indicated 

a desire to offer this program at all of 

these centers. 

This project was evaluated as 

accomplishing goals of consumer edu- 

cation and students education regard- 

ing needs of the elderly. Both par- 

ticipants and audience requested con- 

tinuation of this project. Plans are 

underway to expand the ‘‘speakers 

bureau’’. Senior centers throughout 

Baltimore have requested this pro- 

gram. 

This project recently tied for first 

place in a national competition spon- 

sored by the American Association of 

Colleges of Pharmacy on the topic 

‘‘Optimizing the Results of Drug 

Therapy.’’ The award will be accepted 

by Ruth at the AACP Annual Conven- 

tion in Denver, Colorado in July. 

How CPR training 
helps business. 

CPR—cardiopulmonary 
resuscitation training is one 
of the valuable assets an 
employee can have. 

If even one employee has 
this training, (which is avail- 
able from Red Cross), every 
other co-worker benefits. 
Everybody can breathe easier 
knowing that in the event of 
a cardiac arrest, help is 
immediately available. 

Why not set up a goal 
for your company.. so many 
employees with CPR training 
per floor—or area? 

It’s easy to do. Call your 
Red Cross Chapter. . . they'll 
be glad to help you do it. 

CPR training from 
Red Cross is one way you can 
help your company be ready. 
And a way you can help keep 
Red Cross ready, too. 

Keep Red Cross ready. 
n A Public Service of This Magazine 

al & The Advertising Council 
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Home Respiratory Care 

Marvin L. Oed, R.Ph. 

delivered at the 1979 Swain Seminar 

It is impossible for me or anyone else to give you all the 

information you need to know about Home Respiratory 

Care in the allotted half hour, or even in one day for that 

matter. 

What I can do, is give you a basic understanding of 

Home Respiratory Care — what it is, and what it is not! And 

perhaps answer some of the questions in your mind. 

To take the last first: 

It is not a get rich quick scheme — it requires time, effort 

and hard work. 

It is not something you can dabble in. Many of us en- 

tered the medical equipment business 10 or so years ago by 

buying a walker, a wheelchair and a commode — and we 

thought we were medical equipment dealers. This may 

have worked then for medical equipment, but it won’t work 

for respiratory care. 
Home Respiratory Care is a very sophisticated, spe- 

cialized field of medical equipment. It requires a greater 

depth of knowledge of disease, of the equipment used and 

of individual patient needs. It is a very time consuming 

business. You must be prepared to spend a great deal of 

time with patients, their families, physicians, nurses, social 

workers and the insurance companies that are often paying 

the bills. 
This is not an area to be recommended to every 

pharmacist, or even to every pharmacist now doing medical 

equipment. I do recommend it to those willing to make a 

substantial commitment. To be successful, a commitment 

to a Home Respiratory Care Program in general and specif- 

ically — Commitment in Time, Education, Money and Ef- 

fort. 

To those willing to make the total commitment you will 

find it is highly rewarding professionally. THE TOTAL 

COMMITMENT IS NECESSARY BECAUSE YOU 

CANNOT DO THIS — HALF-WAY! 

Once you make the total commitment, look at the spe- 

cific area I spoke about. This may convince you to change 

your mind altogether. 

TIME AND EFFORT GO TOGETHER 

First is your Education: You need an understanding of 

the diseases you are dealing with, the equipment used, the 

medications involved — and how all of this is going to affect 

the progress of the disease. 

Much of your time initially will be taken up with the 

education I just mentioned. Unfortunately there is no single 

source for all this information, so you have to seek it out the 

best you can. You must locate new suppliers; normal 
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sources are not going to be able to supply all your needs. 

Since this is an entirely new field, time will have to be 

spent on promotion, making people aware of your new 

capability. 

And because of the nature of the business: 

1. Sophisticated equipment. 

2. Generally older, perhaps senile patients. 

3. Usually very ill with progression diseases; much time 

is spent in talking with patient, family and physician and 

social workers and so on. 

MONEY 

Money is probably the most necessary and most diffi- 

cult commitment of all to make. Substantial cash is needed 

for the initial inventory — you can’t sell from an empty 

wagon. Even more cash is needed for replacement inven- 

tory — since this is primarily a rental business. 

Because it is a rental business it takes some time for 

your cash flow to catch up. 

If you bill insurance companies, Medicaid or Medicare, 

that will slow the “‘turn-around time’’ on your money. 

Delivery costs are higher. You will have to purchase a 

truck or at the very best adapt the one you already own. 

Station wagons and vans do not work well for the deliv- 

ery of oxygen tanks. O2 tanks will not stand up and they are 
very difficult to secure lying down. We found a step van to 

be the answer. By installing two tracks along each side that 

will accept belt clips we can strap the tanks upright to the 

side of the van. There were added benefits also — the deliv- 

ery people like the step van because they can stand up in it 

and makes it much more comfortable for them to work out 

of. Also the straps serve to hold other equipment such as 

beds and wheelchairs in place also. 

Delivery is often going to require two people, especially 

oxygen concentrators and large tanks of Oz. On occasion 

we have used one person to deliver large tanks — but I 

don’t recommend it. They are heavy and they are unwieldy, 

even ona hand truck. If a tank slips at the top of the stair- 

way, there is no way one person is going to stop it. 

Delivery people require more knowledge than jwould 

normally be expected, and have to have some empathy for 

dealing with patients who are very ill, and with their fam- 

ilies. Whoever delivers the equipment must know enough 

about how it functions to be able to instruct the patient and 

family. Even if you use a respiratory therapist — which we 

do, and which I recommend, this ability is still desirable. It 

prepares the patient for the respiratory therapist, and gives 

them some basic background so they can concentrate on 
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what the therapist is trying to accomplish. While it may not 

seem important to make the therapist’s job easier — the 
repetition makes understanding more likely and avoids call 

backs. Every time you go back unnecessarily, it is time 

consuming and expensive. 

You have to be prepared to make emergency deliveries 

— to quote Murphy’s Law, *“‘In the event something can go 

wrong, it will go wrong.’ And I can add this corollary to 

that, ‘“‘and at the most inopportune time.’’ Nothing ever 

malfunctions on a weekday morning, unless it is the last one 

you have and it cannot be replaced locally. 

Oxygen is a must for many of these people, so regard- 

less if it is their negligence for not ordering on time (gen- 

erally the cause), or a sudden increase in usage or an 

equipment malfunction (which does occur occasionally), 

the individual needs the oxygen. He cannot just go out and 

pick it up at the corner drugstore. Therefore you need an 

emergency phone number where someone can be reached 

after hours. Remember however, this someone must: 

1. Be capable of repair (or replacement of the equip- 

ment), which could mean setting up an IPP Machine. 

2. Must be able to get to your Oz and equipment. 

3. Must be available to the phone. 

4. Must be able to intelligently differentiate a true 

emergency — otherwise you are going to be paying a lot of 

unnecessary Overtime. 

The inventory you will need is divided into three general 

areas: 

1. Oxygen — the most common — about 65% of our 

respiratory patients are on Oz. 

2. IPP — Intermittent Positive Pressure Breathing Ma- 

chine, the next most common — about 30%. 

3. Finally aerosol compressors — only about 5%. 

A few patients are on more than one type of therapy O2 

and IPP or O2 and a compressor. 

When necessary, though not common, Oz can be at- 

tached to the IPP and the two used simultaneously. 

Let’s take a look at oxygen first since it is the most 

common and offers the most alternatives in equipment. 

Oxygen for home use is divided into several broad 
areas. 

Portable — These are the small units that patients can 

use while away from their stationary source of oxygen at 

home; usually they are carried in a shoulder bag while being 

used. I am not including as portable units the Lif-O-Gen, 

Mada or Safety Labs emergency units; they are unaccept- 

able for home respirator care for several reasons: 

1. They contain an insufficient supply of Oz. 

2. They have a preset regulator (usually 6LPM), which 

could be dangerous toa COPD patient. The drive to breathe 

normally is a high COz level. However COPD patients have 

learned to live with high COz. Their drive to breathe is low 

Oz. Use high O2 flow rates and you may destroy their drive 

to breathe. 

3. Inconvenient — must change spheres frequently and 

they are often inconvenient to carry while in use. 

4. Because of size and preset regulator these units are 

not compensable by Medicare. 

These were basically intended to be emergency units 

and are fine for that purpose. Some of these companies 
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have adapted their units by putting several spheres or cylin- 

ders in a suitcase type carrier and adding an adjustable flow 

regulator to make them meet the minimum Medicare re- 

quirements. We tried them and found them to be generally 

not too satisfactory for regular use. 

1. The regulator did not hold up. 

2. The cylinders would not withstand repeated refill. 

3. The tanks when filled would begin leaking the oxy- 

gen over a period of time. 

4. And of course there was still the problem of size. 

Currently we are using a tank just a little larger than the 

““D” size with an adjustable flow regulator (similar to the 

one used on the large tanks) and a leather shoulder bag; 

these have been working very successfully. 

Remember, these units are not intended to be the pa- 

tient’s sole source of oxygen; the patient has some type of 
stationary unit in his home. 

The most common stationary unit is the large H-size 

tanks — about 6900 liters of oxygen. They provide ample 

oxygen in most cases and for the really heavy user several 

tanks can be connected together, in series. 

There are smaller tanks, although these tanks have 

rather limited use, except for the ‘‘D”’ size, which I already 

mentioned, they are too large to be truly portable and too 

small to supply oxygen economically as a stationary 

source. 

We have used these intermediate size tanks in emer- 

gency situations or as a backup. One person can handle the 

tank and get a patient through a night, perhaps until regular 

delivery of large tanks can be made. 

It is important to supply the regular user with an oxygen 

humidifier. The Oz coming from the tank is at 0% humidity. 

You all know what happens in the winter when you breathe 

dry air and your throat, mouth and nose dry out. The Oz 

must be 100% humidified by the time it reaches the lower 

portions of the lung. If it is not humidified when leaving the 

tank it must pick it up (moisture) from the respiratory tract. 

As the respiratory tract dries out it becomes more suscepti- 

ble to inflammation and infection. The last thing you want 

to add to a COPD patient is a lung infection. 

The most convenient method of administering O2 at 

home is the oxygen concentrator. It has many advantages 

and few drawbacks. For the user of limited quantities of 

oxygen the concentrator is a very uneconomical source of 

oxygen. For the person using oxygen for extended periods, 

it may very well be the most economical source. Depending 

on your rental rates and delivery charges the concentrator 

costs are about equal to that of 10 to 12 H-Tanks per month. 

Advantages to you are: 

1. Only one time delivery. Then bimonthly service 

calls. You save several trips per week and the time of two 

people. 

2. Service calls require only one person and can be 

scheduled at your convenience. 

3. No empties to be hauled back and refilled. 

To the patient: 

1. Safety: No concentrated Oz source (which could be a 

hazard), since the concentrator does not store Oz. 

No chance of falling over. 

No chance of running out of oxygen. 
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A Boost for you... 
A Bonus for your Patrons 
A completely new series of TV spot announcements 
on pharmacy, designed to help the public recognize 
and utilize your professional services so that they 
will understand and use medicines more effectively — 
a boost for you and a bonus for them! 

Developed by Eli Lilly and Company, the series will 
soon be available for showing on local stations and 
will continue the impact of those now being televised 
throughout the country under the sponsorship of 
state pharmacy associations. For more information, 

contact your state association office. 

No wonder nearly five generations 

of pharmacists have depended on 

SF Eli Lilly and Company 
fy | \ndianapolis, Indiana 46206 

Dista Products Company 
Division of Eli Lilly and Company 

900254 Indianapolis, Indiana 46206 
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No unsightly tanks in home. 

The oxygen concentrator is the method of choice for the 

administration of oxygen when either the amount of oxygen 

being consumed warrants it on a cost basis or the patient is 

willing to pay the difference for the convenience. 

For those of you not familiar with an oxygen concen- 

trator it works through a series of filters, which remove 

nitrogen leaving virtually 100% Oz. 

We have been using them for several years now and 

have found them to be highly reliable. As of now we have 

never had one fail while in use. I know this is going to hap- 

pen, so you have to be prepared with back-up oxygen, 

either by leaving a stand-by unit or through your emergency 

service. 
The second most frequently used piece of equipment is 

the breathing machine, usually called an IPPB Machine, 

IPPB meaning Intermittent Positive Pressure Breathing. 

An IPPB machine is not generally used as a source of 

oxygen. Occasionally it is prescribed with oxygen and your 

R.T. can set it up to deliver the required percentage of Oz. 

But this is the exception rather than the rule. 

The breathing machine consists of compressor that 

vaporizes medication in a nebulizer and then ambient air 

along with the medication is forced, under pressure into the 
lungs. It is intermittent pressure because the lungs are only 

under pressure until they have fully inflated. Once they are 

fully inflated, the pressure is stopped and the patient 

exhales through the mouthpiece. 

An IPP breather accomplishes several things that make 

it unique over other forms of therapy: 

1. By forcing the lung to expand — it exercises it. 

2. By breaking through mucous plugs at the alveoll it al- 

lows otherwise non-functional units to become functional 

again. If this is not done in some manner, either IPP, breath- 

ing exercises, chest physiotherapy (something), all the Oz in 

the alveoli is diffused into the blood, eventually, if the CO2z 

cannot get out the alveoli collapses and is then permanently 

non-functional and the patient loses lung capacity. This is 

why many chronic lung conditions are progressive — you 

never get this lost function back. 

3. Also it allows a longer treatment time (10 to 15 min- 

utes) as opposed to something such as an Isuprel Misto- 

meter — which is usually limited to | to 2 breaths. 

4. And finally because of the pressure the medication 1s 

forced deep into the lungs — it reaches all the inflatable 

areas of the lung (provided it is properly adjusted when 

set-up). 

The breathing machine is probably the most sophisti- 

cated equipment you will become involved with. It is abso- 

lutely necessary that someone with extensive knowledge in 

the field, I recommend a R.T. who is a Home Care Spe- 

cialist, be utilized. 

1. The equipment must be adjusted properly. 

a. Set pressure to get maximum inflation without 

discomfort. 
b. Set the flow rate — how rapidly the lungs are 

inflated. 

c. Adjust the nebulizer so the medication lasts 

the entire treatment period but is not left over. 
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d. Circuits must be positioned properly to pre- 

vent condensation from entering the machine. 

2. In addition, the patient must be instructed how to 

breathe properly on the machine and how to clean after 

each use and the importance of sterilization. It is very easy 

for the patient to become lax in either of these areas with the 

result that you have ineffective treatment in either case and 

the possibility of infection in the second case. 

3. These two reasons are the major causes of ineffec- 

tive home IPP care and the reason you hear physicians say, 

‘‘T use it in the hospital but it doesn’t work at home.”’ Well, 

if it works in the hospital — then properly done, it can work 

at home as well. 

4. Which brings up the final point. To get optimal bene- 

fit for your patients it is very important that your R.T. make 

periodic visits. He can re-evaluate the patient and chart the 

progress of the disease — but most of all he should watch 

the patient take a treatment to see if it is being done prop- 

erly. He should stress the importance of taking the 

treatments regularly. It’s inconvenient and time- 

consuming, so patients have a tendency to skip treatment 

now and then, and unless you break the cycle they skip 

more and more treatments. Proper cleaning after each use is 

important, but again, it takes time and tends to be skipped 

over. It is necessary to prevent reinfection of the lung. 

Regular visits by an R.T. and periodic reinforcement of 

the necessity of following these procedures are an impor- 

tant step in getting maximal benefit for your patient from 

IPP therapy. 

Also, either at the initial set-up or the follow-up evalua- 

tions your R.T. will become aware of patients who either 

will not or cannot learn to breathe properly on a breathing 

machine. 

Many of these people are older, highly excitable and not 

really ready to accept something new — especially if it re- 

quires some change and effort on their part. The IPP re- 

quires a special breathing technique to be effective — if the 

patient cannot coordinate his breathing properly the treat- 

ment may be completely worthless. Here is another reason 

home IPP is ineffective, but this is not the fault of IPP. It is 

the patient’s fault. This is where your R.T. can offer an 

alternative therapy for you to suggest to the physician and 

this brings us to the final piece of equipment I am going to 

discuss today: the Aerosol Compressor. 

The compressor vaporizes medication in a nebulizer 

much the same as an IPP. It has the same advantage in that 

treatment can be given over an extended period of time but 

unlike the IPP there is no pressure to force the air/ 

medication mixture down into the lungs. 

The compressor is somewhat simple to set up and can 

be used by patients who either do not need the pressure be- 

cause they can inhale the medication sufficiently deeply 

into the lungs or those who for whatever reason would be 

better off on IPP but either cannot or will not use them 

properly. 

The compressor is also much less expensive for the pa- 

tient to use. 

The keys to success in Home Respiratory Care are 

Education and Service. 
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MPhA 
DIVIDEND CHECKS! 
As a participating member in the MPhA 

Workmen’s Compensation Program, 

you can receive a return of the profits 

derived from your annual 

premium. Every year! Up to 35%! 

Interested? Ask Us! 

This plan underwritten by A. D. I. 

Your American Druggists’ Insurance Co. Representative — 

MAYER” STEINBERG” 
General Insurance Agents and Brokers — 

600 REISTERSTOWN RD. BALTO.. MD. 
(301) 484-7000 v 
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Your education — so you know what you are doing. 

Since there is no single source, you have to seek it out. For 

example: I have attended the MEU school, gotten some 

background information from Respiratory Therapy Depts. 

at local hospitals. Some of my background regarding oxy- 

gen came through the University of Pennsylvania Hospital. 

Manufacturers make a good source of information on the 

products they make. 

Patient education (including the families and nurses, 

etc.) so they understand what must be done and why, in 

order to get beneficial results. 

Service must include reasonably prompt delivery, since 

when you get these people the first time, most of them are 

coming from the hospital and need the equipment when 

they get home. The problem is, you and the family do not 

get much advance notice as to when the patient is being re- 

leased. 

Service also includes the emergency capability and 
follow-up. 

Finally: Of utmost importance, is payment, since that is 

the reason we are in business. 

Generally these are high ticket sale or rental items, 

therefore if you do not now have accounts receivable you 

will. 

Many of these people will be covered by some type of 

insurance. If they are younger it may be Major Medical or 

Workman’s Compensation. If they are over 65 most will 

Two new firsts from District Photo! 

POST Av Pore 
Turns snapshots into personalized picture postcards and greet- > 
ing cards, Encourages customers to order extra prints — those 
to mail, those to keep. 

PLUS FOTO-DATE Puts the date on the back of each 
print, to tell the month and the year it was devel- 
oped. A handy record your customers appreciate. 

Both at no extra cost to you or your customers! 
Both designed to build your photo-finishing profits! 

You get both of these tremendous profit-boost- 
ing features FREE when you're a District Photo 
Dealer. We're the company that’s first with the 
best new developments in photo-finishing — 
Big Shot Borderless Photoprints, Bonus Photo, 
Silk-Finish, and One-Day Service. 

We believe in firsts, because they keep you first 
in sales. 

Call us. In D.C., 937-5300. In Baltimore, 792-7740. 

have Medicare coverage and a number will have Medicaid 
or the combination of Medicare and Medicaid. 

These are four distinctly different situations, so if you 

intend to bill them directly it is imperative that you have a 

complete understanding of exactly how each works. 
Insurance companies are usually the easiest to work 

with. Medicare and Medicaid require that you dot the I’s 

and cross the T’s and do it exactly their way in order to get 
paid. 

If you don’t do it exactly their way I can assure you that 
your claim will be rejected. The fun really begins when the 

patient has both Medicare and Medicaid and you have to 

get part of the payment from one and part from another. 

The alternative method, and the simplest method, is to 

bill the patient directly and provide receipt so he can collect 

from his insurance company. This is possible in all areas 

with the exception of Medicaid who will not reimburse the 
patient. 

This has been a broad overview of the Home Respira- 

tory Care field. 

If you had no idea what it was all about before, you now 

have a general idea. Had you been entertaining thoughts of 

Respiratory Care you should have a better basis for making 

the decision and an understanding of what direction your ef- 

forts should take to approach the development of your pro- 
gram. 

Thank you. 

FOTO DATE: AUG., 1975 
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Post Card = 
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DISTRICT PHOTO ING 
10619 BALTIMORE AVENUE, BELTSVILLE, MARYLAND 20705 
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The Cost of 
Your Prescription 

Classified Ads 
Many factors contribute to the cost of your prescription and we thought 

tae ; ou should know what some of them are 

Classified ads are a complimentary y 

service for members. Your Pharmacist’s Education and Training 

(send replies addressed: ad no. _____, M.Ph.A., e College education and training of five years or 

650 West Lombard St., Baltimore, Md. 21201) more, including courses in drug chemistry, drug 
therapy, how drugs work in your body, and 

anatomy and physiology 
e Continuing education courses and seminars your 

pharmacist attends on aregular basis to keep 

Available From MPhA Office abreast of new trends in drug therapy 

Available free to members, notification form to be given to Pharmacy Expenses 
In addition to normal operating expenses, your 

patient under drug product selection law. Call Sharon (301) sharmaclstincurset Narber et ended See dlieet 

727-0746. related to providing you with professional service 

These include 
e Aninventory of several thousand drugs, many 

of which are used only occasionally 

e Exhaustive records required by state and 

— WANTED — federal laws 
e Special containers for your prescriptions 

e Continuing education and subscriptions to 

ED 

| am interested in locating as much Prydon .4mg & Prydon .8mg professional journals 
formerly made by S K & F. If you could put such a notice in the Pharmacy registration and license renewals 

MPhA newsletter it would be very helpful. The drugs could be : A 

sent directly to Bradley Drugs, 6900 Arlington Road, Bethesda, RCSL pra Ri 
Md. 20014 with a bill including postage and I will send a check to se ciuihicudtionan’ <torade i paren 
the sender by return mail. Thanks, Stanley F. Smith, Reg. Detection of possible side effects and possible 

Pharmacist, 301-654-6776. 
drug interactions. 
Expert advice on all the medication you take, 

prescription and nonprescription 

Helpful suggestions on how you can obtain 

quality drug products at economical costs 

: Ph C Recording of every prescription dispensed for 

Registered Pharmacists Aatienieae 
The pharmacist is your most accessible source 

of information about your health 

Due to recent expansion the Rite Aid Corporation (3) Provided as a public service by your pharmacy and the American 

aT iti i j Pharmaceutical Association, the national professional society of 

has full time positions available in the general Rabie ares 

Baltimore-Annapolis area. 

APhA is pleased to provide a patient education leaflet designed to 

enable pharmacists to acquaint their patients with some of the costs 

We offer — involved in providing comprehensive pharmaceutical service. 

e Competitive Salaries The leaflet is easily included when you package your prepared 
: : rescription orders. 

e Co. Paid Blue Cross-Blue Shield : ah ve velba Resa | ) . 
: : you'd like to make e Cost of Your Prescription” a regular part o 

e Major Medical your patient education program, this leaflet is available at the following 

e Life Insurance quantity rates: 
e Individual Retirement Acct. 1,000 leaflets $ 600toAPhAmembers  $ 9.00 to nonmembers 

e Paid Vacations 5,000 leaflets $25.00 to APhA members $35.00 to nonmembers 

e Paid Holidays 10,000 leaflets $40.00 to APhA members $55.00 to nonmembers 

: Disability Ins. ; To order your leaflets, use the convenient order form provided below 
e Advancement into Management Level eee See ~ 

Positions | Order Desk APhA : 
| American Pharmaceutical Association MEMBERS | 
| 2215 Constitution Avenue, N.W. To receive 

. | Washington, DC 20037 Member Rate, | 

For information please contact Jim Kirkwood R.Ph. Di- | oe malig | 
rector of Professional Placement at 301-825-8355 (out of | Please send me _______patient education pee : 
town call collect) or send resume to: | leaflets on ‘‘The Cost of Your Prescription. Pharmacy 

| lam enclosing ____-check or or | 

Jim Kirkwood : money order for $ tn: Weekly | 
ere 

3110 Quail Hill Dr | ; : : : All orders must be prepaid. | 
Midlothian, Va. 23113 l | 
804-744-2924 | Name | 

| | 
ae | Address | 

SPs : | | 
—. Part-Time Positions Also Available — | City State Zip l 

| 790415 | 

ee np fa A eet ee fa oe = 
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A Brief Look at New Drugs 
‘Vira-A’ (vidarabine), researched, developed and man- 

ufactured by Warner-Lambert Company, Morris Plains, 

NJ was approved by the Food and Drug Administration 

(FDA) in October, 1978. Marketed as an injectable, it is the 

first safe and effective treatment for herpes simplex 

encephalitis, an extremely serious virus infection of the 

brain, which if untreated, causes death in approximately 70 

to 80 percent of patients who suffer the disease. According 

to studies sponsored by the National Institute of Allergy 

and Infectious Diseases, Vira-A therapy reduces mortality 

from 70 to 28 percent. Vira-A has been under study since 

1962. The drug’s most common adverse reactions are mild 

to moderate anorexia (loss of appetite), nausea, vomiting 

and diarrhea. 
* * * 

‘Platinol’ (cisplatin), manufactured by Bristol Labora- 

tories, division of Bristol-Myers Company, New York, NY 

was approved by FDA in December, 1978. For use in treat- 

ing patients with advanced cancer, especially testicular and 

ovarian cancer, it was first discovered ten years ago by re- 

searchers at Michigan State University. The drug was later 

developed by the National Cancer Institute working with a 

number of major cancer centers throughout the U.S. 

Platinol is one of a group of platinum-containing com- 

pounds found to be useful in treating cancer. As with most 

anti-cancer drugs, its side effects are significant. 
* * * 

Natamycin, manufactured by Alcon Laboratories, Fort 

Worth, Texas was approved by FDA in November, 1978. 

This new antibiotic treats a rare fungus infection of the eye 

that frequently causes blindness. As few as 300 Americans 

a year suffer from this infection, known as fungal keratitis. 

In tests performed by three eye specialists, nearly 80 per- 

cent of the patients treated with natamycin eye drops re- 

tained their sight. Adverse and allergic reactions to the 

medication are infrequent. 
* OK * 

‘Mefoxin’ (cefoxitin sodium), researched and devel- 

oped by Merck Sharp & Dohme Research Laboratories, 

Rahway, NJ, and West Point, PA, was approved by FDA in 

October, 1978. A semi-synthetic, broad-spectrum inject- 

able antibiotic, Mefoxin is effective against a wide variety of 

serious bacterial infections, including those that are 

troublesome in hospitals and those that are resistant to 

other antibiotics. It was first introduced in Europe in 

January 1978. Mefoxin should be given with caution to pa- 

tients allergic to penicillin; the product is contraindicated in 

patients allergic to cephalosporin antibiotics. Side effects 

have been infrequent, the most common being local reac- 

tions following injection. 
* * * 

‘Duricef (cefadroxil monohydrate), researched, devel- 

oped and manufactured by Mead Johnson & Company 

(Evansville, IN), subsidiary of Bristol-Myers Company, 

was introduced in January, 1979. This new antibiotic is cur- 

rently approved for the treatment of urinary tract infec- 

tions. Duricef produces prolonged antibiotic concentration 

in the blood and urine; thus it can be administered twice 

daily, thereby providing increased dosage convenience. 

Caution should be taken with penicillin/cephalosporin 

sensitive patients. The most frequent side effects are 

nausea and other gastrointestinal reactions. 
* * * 

‘Stadol’ (butorphanol tartrate), manufactured by Bristol 

Laboratories division of Bristol-Myers Company, New 

York, NY, was approved by FDA in August, 1978 as a re- 

sult of a joint Bristol US and Canadian research effort. A 

potent injectable analgesic, it is intended for the relief of 

moderate to severe pain. (Unlike most potent pain relief 

agents, Stadol is not classified as a controlled substance by 

the U.S. Drug Enforcement Administration.) It is a totally 

synthetic product. Stadol was first marketed in Canada in 

1977. The most frequent adverse reactions are sedation, 

nausea and clammy/sweating. 

Thirty-seven members and twelve guests of the Phi Delta Chi Fraternity, lota Chapter, enjoyed six 
glorious days of fun in the sun at the Daytona Beach ocean front motel Treasure Island. The group 

also visited Disney World during their spring break excursion. 
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LOOK WHAT'S BECOME OF T 
ORTAR AND PESTLE. 

It's where pharmacy is today. 
And tomorrows pharmacists are 

learning about it right now. 
Change is constant in the 

pharmaceutical industry. New 
classes of drugs are being devel- 
oped. Computer technology is ex- 
panding horizons from research 
to drug synthesis to final manufac- 
ture. New precision equipment is 
helping to produce consistently 
reliable products. New marketing 
techniques are evolving. And new 
government regulations are being 
proposed which could affect the 
way pharmacy is practiced. 

These changes are taking 
place at a rapid pace—so rapid, in 
fact, that the Pharmaceutical 
Manufacturers Association has 
created a unique educational 

program to help 
keep pharmacy 
school faculty, 

students and prac- 
ticing pharmacists 

aware of current industry 
practices. 

THE PMA PHARMACY 
FACULTY PROGRAM. REACHING 
THE PROFESSION THROUGH 
THE PHARMACY PROFESSOR. 

Now in its fourth year, the 
PMA Pharmacy Faculty Program 
is an invitation to educators to see 
firsthand what's going on in the 
pharmaceutical industry. Parti- 
cipants in the program spend two 
weeks at the facilities of a major 
pharmaceutical firm, taking part in 
a series of daily conferences with 
its scientists and executives. Dur- 
ing this time, they get an overview 
of industry, technology, and ap- 
proaches associated with research 
and development, marketing and 

distribution, production and 
quality control. 

These faculty members can 
then bring back the knowledge 
gained to their students in the 
classroom, and to you, the practic- 
ing pharmacist, in continuing 
education programs. 

The PMA Pharmacy Faculty 
Program. It’s one of the things 
we re doing to help keep the pro- 
fession up to date on industry 
operations. 

For more information write 
to: Pharmaceutical Manufacturers 
Association, 1155 Fifteenth Street, 

N.W., Washington, D.C. 20005, 
Attention: Dr. John S. Ruggiero. 

PVN 
Contributing to pharmacy 

education. 

PHARMACEUTICAL MANUFACTURERS ASSOCIATION/1155 FIFTEENTH STREET, N.W./WASHINGTON, D.C. 20005 
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Roche has been. 
creating innovative 
programs for years. 

See how many you use. 
(Check the reverse side of this page.) 
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At last count Roche Laboratories 
offered more than 28 pharmacy 
programs...and the list is growing. 
Here is just a sampling: 

Liberal Return Goods Policy — 

Gives any pharmacy credit for outdated or discontinued items whether full or partially used, for unopened Items 

currently in the product line, and for items which appear old, deteriorated or otherwise unsalable. 

Product Liability Guarantee — 

Roche guarantees product liability protection when a product liability lawsuit or claim involving a Roche product 

arises under the conditions stipulated, provided the pharmacist has lawfully and properly executed his professional 

responsibilities 

Convenient Packaging — 
Packaging has been designed to minimize space requirements, major Roche products are available in Prescription 

Paks 

Disaster Policy — 
In the event of a disaster, Roche will assist a retail pharmacy, wholesale house or hospital pharmacy by restocking all 

Roche merchandise which is no longer salable. 

Roche Reference Service for Pharmacists — 
23 categories on contemporary issues relevant to pharmacists, such as biopharmaceutics, lV additives and therapeutic 

equivalency; available in folder format. 

Postgraduate Pharmacy Education (PGPE) — 
Provides honoraria for guest speakers and sponsors seminars for pharmacists’ continuing education. 

Roche Medical Emergency Line (201-235-2355) — 
24-hour service answers emergency questions you may have about any Roche product. 

Drug Abuse Warm Line — 
Taped discussions with experts on the subject of drug abuse are available by telephone. 

Continuing Medical and Pharmacy Education Programs (NCME) — 
Videotape and film programs plus other materials available for meetings. 

Pharmacist Antibiotic Therapy Test (PATT)— 
A self-assessment learning program on film and videotape. 

Depressive Disorders Therapy Test — 
A television self-assessment program based on simulated case situations; current concepts in the psychotherapeutics 

of depressive disorders are reviewed. 

Retrieve Roche Product Information — 
Computerized library of over 50,000 published papers on Roche products; bibliographies and reprints are available 
through the Roche Representative. 

Speaker Reference Service — 
Supplies, reprints or other pertinent information for preparation of speeches for presentation to professional groups 

National Pharmaceutical Council (NPC) Summer Internships — 
Selects pharmacy students to work at Roche where they are exposed to the day-to-day operations of a pharmaceutical 
company. This program is designed to broaden the student's awareness of the industry's role in health care 

For more information write to Roche or contact your 
Roche Representative. 

ROCHE LABORATORIES 

Division of Hoffmann-La Roche Inc. 

Nutley, New Jersey 07110 



Continuing Education Crossword Puzzle 
by Nicholas G. Popovich, Ph.D., R.Ph. 

A 8 ao | |S | | 

ao a 

ACROSS 
l Aminoglycoside drug mar- 

keted by Schering Labora- 
tories 
Drug product used to treat 

extrapyramidal symptoms 

associated with phenothia- 

zine use 
A thin, nonporous sheath 
that is worn over the penis 

during coitus 

Diazepam (Roche) 

Penicillin G product (Squibb) 

Erythromycin stearate 

(Parke-Davis) 

Latin word meaning oil 

Antipsychotic drug product 

(McNeil) 
The compound tincture of 

this drug when mixed with 
sugar and ointment base can 

be used on weeping lesions 
and bedsores. 
A single dose of 300 mg. of 

this product at bedtime is just 

as effective as three divided 

100 mg. daily doses for gout. 
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The syrup of this drug is ef- 
fective in effecting emesis in 

selected poisonings. 

An animal source of insulin 

Parke-Davis’ trademark cap- 
sule name 

DOWN 
l 

tN 

Ww 

New product formulation of 
Warner-Chilcott — an an- 

tacid containing aluminum 

hydroxide, magnesium hyd- 
roxide, and simethicone 

(Warner-Chilcott) 

Trade name of chlorotria- 

nisene 

Megestrol acetate, a proges- 

tational agent indicated for 

the palliative treatment of 

advanced carcinoma of the 

breast is available is: 

National Cancer Institute 
(Abbrev.) 

OTC Dihydroxyaluminum 

sodium carbonate tablets 

(American Chicle) 

Trade name of silver sulfa- 

diazine 

Brand name of reserpine 

(Squibb) 
Pertofrane is to USV as 

wee is to Merrell- 

National. 

Abbott Laboratories’ crys- 
talline estrone solubilized as 

the sulfate and stabilized 

with piperazine 

Brand name of hydralazine 

(Ciba) 
Amobarbital sodium and 

Secobarbital sodium (Eli 

Lilly and Co.) 

24 

26 

Dalibour Solution (Trade 

name) 

Eight and twelve mg. span- 
sules of chlorpheniramine 

maleate 

Shortness of breath (Ab- 

brev.) 

When prepared this intra- 

venous antihypertensive 
product should be immedi- 

ately wrapped in aluminum 

foil or other opaque material 

to protect it from light. 

_____ Gantrisin Tablets 

Phencyclidine HC1; ‘‘Angel 
Dust’’. Initials. 

Nicholas G. Popovich, Ph.D., R.Ph. is Associate Professor of Clinical Pharmacy at 
the Purdue University School of Pharmacy and Pharmacal Sciences. 

Reprinted with permission from the Jndiana Pharmacist. Answers on 

page 37. 

bo N 



NACDS on Patient Information 

by Dagmar Torres 
NACDS 

presented to the 1979 Spring Regional Meeting 

Good morning ladies and gentlemen. On behalf of Kath- 

leen McGee, Vice President-Professional services and the 

NACDS membership, I would like to thank MPhA and in 

particular, David Banta, for this kind invitation to appear 

before you. Today, I have been asked to discuss patient in- 

formation, which in our organization’s opinion is one of the 

most critical areas confronting the pharmacy community. 

One of the most challenging trends affecting pharmacy’s 

future is the growing sophistication and awareness of the 

American consumer. Americans today are not only seeking 

far more information but, in addition, are seeking either in- 

creased quality or greater value for their dollar. This is cer- 

tainly true in the general marketplace, including pharmacy. 

The members of our Association, the nation’s chain 

drug stores, tell us that today’s consumer is far more sophis- 

ticated than her mother was back in the 1950’s. (I charac- 

terize consumers as ‘“‘she’’ because research sponsored by 

NACDS indicated that more than 73% of our customers are 

female.) 

This higher level of public sophistication is not limited to 

preferences for consumer goods. Today’s consumer is 

more demanding when she seeks health-care services for 

herself or her family as well. 

The public wants quality health-care and also wants 

value for their limited health dollar. At the same time, it has 

been stated that for millions of Americans, the community 

pharmacy is the point of entry into the health-care system. 

The community pharmacy sees the patient more fre- 

quently than does any other health professional. Therefore, 

there is no doubt that today’s consumer seeks complete in- 
formation relating to the price, availability, quality and 

scope of pharmaceutical products and services. 

NACDS not only endorses the consumers’ right to ac- 

curate and complete information about the prescription 

drugs they are taking, but also believes that pharmacies 

should have the freedom to use appropriate means, includ- 

ing advertising, to communicate such information to the 

public. 

Given the current trend to provide more consumer in- 

formation, not only for prescription drugs but I might add 

OTC products, what does this mean for the community 

pharmacist? 

Among other things, it means that tomorrow’s pharma- 

cist will have to interact more directly with their patients. In 

order to give the pharmacist more time .ve must free the 

pharmacist from some of the mundane tasks involved in 
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dispensing of prescription products. If qualified personnel 

and labor saving equipment are permitted to assist the 

pharmacist, then the pharmacist will be relieved of these 

time-consuming duties, but not his professional responsi- 
bility. He will then have the opportunity to develop other 

services to aid the consumer. 

The pharmacist must then be motivated to use this in- 

creased time in a productive manner, guided by his profes- 

sion, employer, and the public. With more time to use and 

apply his knowledge, the pharmacist would then have the 

challenge and opportunity to meet face-to-face with his pa- 

tients, other professionals and his peers. If the pharmacist is 

to change his present mode of practice, he must be person- 

ally motivated to do so and encouraged to use his opportu- 

nity to interact with his patients. 

Therefore, NACDS believes that legislation and regula- 

tions on both the federal level and state level which inhibit, 

specify, standardize or restrain the form, content or means 

used to communicate such information are contrary to the 

public interest. 

This year, a major issue in state legislatures impacting 

on the practice of pharmacy, is in the area of consumer in- 

formation on drug products. 
Pending state legislation calls for not only mandatory 

patient consultation and auxiliary labeling, but also federal 

mandatory patient package insert requirements (PPI). 

While legislating increased pharmacist-patient interaction 

may not be the ideal method of fostering a higher level of 

professionalism, it is however, an indication of the in- 

creased public sophistication I mentioned earlier. There 

can be no denying that people want to know more about 

what they are buying. 

Presently, the states of Kansas, Maine, Massachusetts, 

New Jersey, North Dakota, Oregon, Washington, and 

Wisconsin mandate patient consultation. 

The 1979 legislative session has already seen patient 
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consultation bills introduced in the state legislatures of Mis- 
sissippi, Missouri, and New York. However, recently in- 

troduced in the California legislature is a bill to repeal the 

current mandatory patient consultation regulation. 

Last fall, the California State Board of Pharmacy over- 

rode a veto by the Director of Consumer Affairs to imple- 

ment their mandatory patient consultation regulation. 

Regulation 1717 (K), provides that a pharmacist consult 

orally with each patient on each new prescription in the 
pharmacy. 

Consultation on refills are based on the professional 

judgement of the pharmacist. In addition, pharmacies 

which deliver 50% of their drug products outside the trading 

area must accept toll calls or provide a toll free number for 

patients to obtain drug information. 

Regulation 1717 (K) is a well-intentioned effort on the 

part of the State Board of Pharmacy to provide consumers 

with prescription drug information. However, earlier this 

year, California Superior Court Judge Irving Perluss 

granted a preliminary injunction on grounds that not only is 

regulation 1717 (K) unenforceable, but that the wording of 

the regulation is so vague that it fails to tell pharmacists 

what steps should be taken when consulting with the pa- 

tient. 

Elementary government courses have taught us that 

regulations should state clearly and uniformly the standards 

to be followed. In this regard, pharmacists have a right to 

know and understand the standards to which they are to be 

held accountable. Across the board, mandatory patient 

consultation requirements have failed this test. 

While we may have laws which mandate minimum 

standards of practice to safeguard the patient, it is up to the 

pharmacist himself to exceed these standards. However, it 

is important to add, that new standards not be arbitrarily 

thrust onto current practice in order to force change for the 

sake of ‘‘progress’’. 

New standards must be based on the orderly develop- 

ment of the expansion of the profession itself. In the long 

run, however, personal motivation is the key, not the 

imposition of legal requirements for pharmacists to meet ac- 

tual consumer needs, the needs of pharmacy and the needs 

of other professions interacting with pharmacy. 

It is not enough to simply acknowledge the growing em- 

phasis on pharmacist-patient information. Again, the driv- 

ing force behind this emphasis is the patients themselves or 

at least consumer groups who purport to represent public 

demands and concerns. 

One must begin to examine some of the reasons for this 

growing emphasis. Are pharmacists not doing an adequate 

job of communicating with their patients now? 

The public’s perception is no, and what’s more impor- 

tant the federal government doesn’t think so either. 

Furthermore, results of current studies also indicate that 

pharmacists do not communicate with their patients. 

However, we believe that this can be reversed. Today’s 

pharmacist is capable of giving better care to his patients. 

The pharmacist’s confidence in his knowledge and skill as 

“‘*the’’ expert in drugs will help him in educating the con- 

sumer in using drug products and generally informing him 

on health care issues. However, if this information is not 
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readily available from either the physician or the pharma- 

cist, the patient will seek other avenues. Stated simply and 

clearly, the patient is going to ask the government to take 

over that responsibility. 

If there was no room for improvement in the current 
level of patient interaction, pharmacists would not be faced 

with patient package insert requirements. 

In effect, the government’s on-going campaign to re- 

quire federally approved package inserts for an increasing 

number of prescription and OTC drugs represents a charge 

by HEW and FDA officials that pharmacists are not com- 

municating fully and effectively with patients. Of course, 

the government’s perceived need for package inserts also 

reflects a similar failure on the part of the nation’s physi- 

cians, but, as usual, the brunt of the regulation will be car- 

ried by pharmacy. 

I hope we can all agree that a preprinted package insert 

is not the best way to provide pharmaceutical information 

to a patient. However, unless you begin communicating 

more effectively in community pharmacy, the government 

will continue to side-step you as a source of drug informa- 
tion. 

I believe most community pharmacists today realize 

this, and as a result there will be a substantial rise in the level 
of interaction at the prescription counter over the next few 

years. 

But there is another very practical dollar and cents rea- 

son why pharmacists will be called on to provide more di- 

rect patient communication — it relates to the growth of 

third party drug coverage. 

As third party prescription programs expand, the price 

of prescription services becomes less a factor for patients in 

choosing a pharmacy. Instead tomorrow’s patient will be 

more likely to select a pharmacy on the basis of other non- 

economic factors: convenience, services such as patient 

medication records, and the amount of personal attention 

and communication they receive from the pharmacist. 

As a result it will be in the best interest of both chains 

and independent pharmacies to provide patients with ample 

opportunity to consult with the pharmacist. A new pharma- 

cist entering practice during the next few years who hopes 

to remain isolated from the patient would be well advised to 

find employment ina research lab rather than in acommun- 

ity pharmacy. 

Unless pharmacists realize the importance of the issue 

before us today; the government, and FDA, aware of its 

mission to protect the public health, will continue to carry 

the banner of the consumer through its advocacy of patient 

package inserts. 

Last year, Senator Edward Kennedy, on behalf of the 

administration introduced the Drug Regulation Reform Act 

of 1978. As to the specifics of the legislation, our primary 

concerns are virtually unchanged since last summer when 

NACDS presented testimony before Paul Roger’s Health 

Subcommittee. 

Speaking strictly from a retail pharmacy standpoint, we 

are most concerned with the ramifications that this bill 

would have on our members’ ability to continue to provide 

quality pharmaceutical products and services to consumers 

at a reasonable price. 
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Check us out! 
(then check what other generic suppliers offer) 

\\ 
LEDERLE 
STANDARD OTHER 
PRODUCTS SUPPLIERS 

Broad line 

Over 80 chemical entities 
Over 100 dosage forms 

Over 270 potencies 

Over 340 package styles 

4 

"A 

Supplied by a company with a 70-year record 
of pharmaceutical excellence 

Dual batch assay procedures on contracted 
_ products 

| Bioavailability data provided wherever 
_ applicable 

All products dated 

Vendor product liability endorsement 
supported by the resources of one 
of America’s largest corporations 

_ Competitive pricing 

Quantity discounts and special reorder 
_ and dating privileges 

Contracts available for permanent price 
and inventory stability 

—s 

_ Liberal return goods policy (outdated, 
open packages included) 

_ Serviced by your Lederle representative—one of over 600 

_ Shipment from the nearest of 7 distribution 
centers INNES NENT ONS ONIN NGIES 

nothing is spared... except the price 
t Lederle ) Lederle Laboratories, A Division of American Cyanamid Company, Pearl River, New York 10965 
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While the administration and certain Members of Con- 

gress may not lose sleep over the effects this bill would have 

on the likes of Walgreens, Revco or the Jack Eckerd 

Corporation, they might be more attentive to our arguments 

and concerns relative to the problems that the Drug Regula- 

tion Reform Act could create for our smaller members with 

only four stores and certainly to most of you, as indepen- 

dent pharmacists. 

In particular, we are very concerned over the legis- 

lation’s patient labeling requirements which would grant 

the Secretary of HEW with the authority to mandate patient 

package inserts as a condition for initial or continued 

licensure of prescription and non-prescription drug prod- 

ucts. 

The inserts that are currently available present an abun- 

dance of information on contraindications, adverse reac- 

tions, and side effects which are associated with the drug. 

Because the information is slanted toward the undesirable 

potentials of therapy, the patient is not receiving a fair pre- 

sentation on benefits of therapy as wellas the possible risks. 

In our opinion, patient non-compliance with drug therapy 

will result. 

The patient package inserts in use at the present time are 

distributed by a pharmacist when a prescription is filled. At 

that time, it is too late for the patient to use the information 

to intelligently participate in the decisions about appro- 

priate therapy, or therapy with acceptable risks. Questions 

about the therapy after the prescription is filled may lead to 

costly re-visits to the physician or non-compliance with the 

treatment. 

The chain drug industry strongly believes that the 

pharmacist should serve as a supplemental source of infor- 

mation after the patient has thoroughly discussed drug 

therapy with the physician. In this way, the patient will 

have a more complete understanding of the medication 

being taken. 

These concerns in no way denigrate the role of the 

pharmacist as an advisor to patients on the proper use of 

drugs. Since, however, the pharmacist is not empowered to 

make therapeutic choices for the patient or substantive 

changes in the prescription order, dispersal of risk/benefit 

information should be made at the point of those decisions 

in the physician’s office. 

NACDS believes that patient package inserts constitute 

a very dangerous step toward permanently altering the ex- 

tremely important physician-patient-pharmacist relation- 

ship. In brief, we see these inserts as a substitute for most of 

the meaningful discussions between the patient and various 

health care providers regarding drug therapy that takes 

place in our health care delivery system, and this is not in 

the best interest of the patient. 

FDA currently requires patient package inserts for only 

a few drug product categories. However, each time FDA 

promulgates regulations to require PPI’s our members ex- 

perience problems relative to their availability, distribution, 
storage and handling of large quantities of these inserts. So 

you can imagine the magnitude of what you would be faced 

with under a total patient package insert program. For cer- 

tain, pharmacies would have to be redesigned to accommo- 
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date all of these inserts and one would suspect that addi- 

tional personnel may be needed in certain instances to assist 

the pharmacist. 

NACDS has also raised another point for consideration 

and that is the liability aspects should wrong patient pack- 

age inserts be provided when the drug is dispensed. Careful 

consideration must be given to this possibility when one 

evaluates all other responsibilities that are expected of the 

pharmacists, not to mention the time consuming task of 

processing third party claims under federal, state and pri- 

vate programs. 

NACDS has urged FDA to hold these regulations in 

abeyance until manufacturers, key pharmacy representa- 

tives and consumers can thoroughly study the overall ef- 

fects of a patient package insert program with regard to pa- 

tient compliance and the costs to provide these brochures 

when drugs are dispensed. NACDS shares the concerns of 

ASHP as to whether or not FDA has established a goal for 

its program. 

However, we have since learned and fully support 

FDA’s request that the National Academy of Sciences es- 

tablish research priorities for PPI’s and conduct the neces- 

sary studies before FDA proceeds further with its an- 

nounced intention to issue PPI’s. 

NACDS has recommended an alternative of permitting 

physicians and pharmacists to display the uniform inserts in 

a notebook binder that would be located in the pharmacy 

department. 

Under this system, which would be similar to warranty 

binders that are required by the Federal Trade Commis- 

sion, patients could study the inserts when the doctor is 

writing the prescription prior to having their prescription 

filled in the pharmacy. 

Simply stated, this arrangement would be far more eco- 

nomical and more easily administered in that the pharmacy 

department would be able to provide uniform inserts in 

notebook binders. With uniform inserts readily available in 

notebooks, the patient could read these brochures and con- 

sult with the pharmacist relative to the prescribed drug 

therapy. 

NACDS believes that as long as pharmacists are faced 

with PPI’s, any savings that can be realized should receive 

favorable review since the administration is attempting to 

fight inflation on all fronts, particularly with respect to 

minimizing the impact federal regulations have on busi- 

nesses and the economy. 

I trust you will agree with me that many questions have 

not yet been adequately answered. How the pharmacy pro- 

fession will balance the legitimate concerns of the consumer 

and the legitimate burdens of your practice is for each of 

you to weigh. As long as the community pharmacy exists, 

and as long as people depend on you for their health care 

needs, it behooves you to supply them with the best of your 

profession and the best of yourselves. If not, the govern- 

ment and state legislatures, responding to consumer con- 

cerns will do it for you. 

I have sincerely appreciated the opportunity to speak 

before you today, and I thank you. 
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Add Another 
23 Hours 
To Your Day... 
without spending another minute 
in your store preparing, writing 
and calling in orders! 
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CUT ORDER TIME TO SECONDS 
WITH OUR DIRECT ORDER ENTRY 
SYSTEM. 
Throw away the want book, stop writing 

those nervous little notes to yourself— 

Direct Order Entry is here to make your life 
easier! 

Now, this time-consuming chore can be cut 
to split second efficiency with our Direct 

Order Entry System. In a fraction of the time 
you spend every day compiling and placing 

orders, this system can perform many func- 

tions for better control of your business. 

MAXIMUM PROFITABILITY 
Time is money. And Direct Order Entry frees 
up more of your time so you can be doing 
the things that produce the greatest profit 
for you. 

THE DRUG HOUSE, INC. 
An Alco Standard Company 

ORDER 200 ITEMS IN 1 MINUTE... 
All order information is at your fingertips on 

pre-printed shelf labels for easy order input. 
You won't waste another moment looking 

up item numbers, descriptions, strengths, 

NDC numbers, sizes, etc. Simply press the 
buttons and your order is recorded on the 

unit's cassette tape. Then, at your conve- 

nience, just dial the phone and your order is 
quickly and accurately transmitted over 

Ordinary telephone lines into our central- 

ized computer. Imagine—a 200 item order 
can be transmitted in just 60 seconds... 
from start to finish! 

600020353 
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PRICE STICKERS... complete with all information 
for placing your order. 

DON’T WASTE ANOTHER MINUTE 

| START CUTTING CORNERS HERE. 

TELL ME MORE ABOUT 

DIRECT ORDER ENTRY SYSTEMS. 

The Drug House, Inc. 
An Alco Standard Company 

600 S. 17th St., Harrisburg, Pa. 17105 

Attn: W. W. Hensel, RCS Dept. 
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We're listening, Jacksonville 
“I'm convinced that good working relationships with your 

employees is one of the most challenging aspects of pharmacy manage- 

ment today,” says Pharmacist Gilbert Weise of Jacksonville, Fla. 

“Your employees’ attitudes towards their jobs will affect the way 

your customers are treated. These attitudes can build or destroy the 

professional image you're trying to achieve. They can be critical 

influences on sales and profitability. What I’m saying is that satisfied, 

motivated employees are very important to the success of a pharmacy 

operation?’ 

We hear you, Gilbert Weise 
One of SK&F’s many services for community pharmacists is a new 

program called “Understanding and Motivating Pharmacy Employees.’ 

It introduces participants to many of the personality and motivational 

factors in dealing with people in work environments. 

The program is designed to last two hours, with open discussion 

among participants. A 40-minute video tape is included with program 

materials. In many states, this program can qualify participants for 

Continuing Education credit. 

Interested? Contact your SK&F Representative or place a toll-free 

call to Jordan Johnson, R.Ph., SK&F’s Manager of Pharmacy Relations 

(800) 523-4835. 

= SIK&F 
a SmithKline company 

The company that’s interested in you. 

Smith Kline GFrench Laboratories 

Phila Pa 



REGULATIONS AND PAPERWORK 

Recently representatives from the MPhA attended a re- 
gional Small Business Administration Conference. Regula- 
tion and Paperwork was one of several issues discussed. 

Maryland pharmacists know how much it contributes to the 
cost of business and, ultimately, to the cost of prescriptions. 
The following discussion paper was used at the conference. 
Members may wish to use this information when discussing 
these issues with state and federal legislators. 

I. ISSUES 

A. Cost of Regulations and Paperwork. 
1. Federal regulation of business will cost at least $120 

billion in 1979. 
2. The Commission on Federal Paperwork estimated 

that small business bears 60% of the paperwork costs 
imposed by government on business. 

3. It is estimated that regulation will take an average 
$12,000 out of the pocket of every small business 
owner. 

B. The small business owner is exceptionally burdened with 
Federal regulations. 

1. Regulations have minimum costs which represent a 
far larger proportion of expense in small companies. 

2. Asmall business owner must often hire special help to 
deal with the complexities of Federal regulations. 

3. Small business owners usually find it very difficult to 
communicate with government, not having the large 
government relations staffs of major corporations. 

C. Some programs which need attention are as follows: 
IRS, OSHA, ERISA, EEO, EPA, Procurement, Cen- 
sus, Social Security, Unemployment Insurance, FTC, 
ICC, FDA, and the Consumer Product Safety Commis- 
sion. 

D. Types of regulations. 

1. Regulations which say what one must or must not do. 
2. Regulations which require one to do something as a 

result of a phone call, letter or visit from the govern- 
ment. 

3. Requirements for voluntary programs such as gov- 
ernment procurement. 

4. Incentive programs such as tax provisions which en- 
courage or discourage certain types of activities. 

5. State and local government regulations. 

Kappa Psi Plans Centennial 
In 1979 Kappa Psi professional pharmaceutical frater- 

nity will celebrate its 100th anniversary. To commemorate 
this occasion, Kappa Psi is planning to celebrate this his- 
toric event at its 39th Grand Council Convention to be held 
August 5-10th at the Marriott’s Camelback Inn in Scotts- 
dale, Arizona. 

Throughout the last 100 years, Kappa Psi has always 
maintained its high ideals and ethical standards in support- 
ing and promoting the profession of pharmacy. When 
Kappa Psi was founded 100 years ago, no one could 
possibly foresee that it would endure so long and that it 
would have influenced the lives of so many individuals. The 
record of success and the many outstanding contributions 
could have been achieved only by the kind of loyalty and 

service which one sees at its best in an American college 
fraternity. 

If you are not on our mailing list, or have not been re- 
ceiving our official publication, The Mask, please contact 
the Central Office at the following address: 

Kappa Psi Pharmaceutical Fraternity 

The Central Office 
1350 W. Robinhood Drive, Suite 3 
Stockton, CA 95207 
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REFORMS CURRENTLY PROPOSED OR INSTITUTED 
BY THE GOVERNMENT 
A. OSHA has recently eliminated almost a thousand regula- 

tions and drastically reduced its reporting requirements. 
B. Congress and the Administration have acted to eliminate 

the IRS 941A report, a quarterly report of employees by 
employers and changed it to an annual report. 

C. The Administration has requested that agencies discuss 
proposed regulations while they are being drafted with 
those who would be burdened. 

D. The Administration has ordered **sunset’’ reviews every 
five years to determine if regulations are still necessary. 

E. SBA is upgrading its Advocacy office to better represent 
the interests of small business. 

F. The Senate now requires paperwork assessments of all 
legislation. 

RECOMMENDATIONS 

A. Special financial assistance or tax relief for the large 
one-time expenditures for making changes necessary to 
comply with regulations. 

B. Some type of ombudsman service could be provided to 
offset the lack of legal expertise and representation in 
Washington. 

C. The Federal Government could provide small enter- 

prises with technical assistance to meet regulatory re- 
quirements. 

D. The Federal Government could provide small enter- 
prises with financial assistance such as tax breaks to 
meet regulatory requirements. 

E. Those with a good record of compliance should earn 
some relief from inspections or form-filing. 

Very small businesses could be made exempt from many 
requirements. 

G. Amulti-tiered system, with opportunities to qualify forless 
paperwork by reaching a higher level of compliance or 
demonstrating smallness could be instituted. 

H. Eliminate government from programs where others can do 
the job better. 

I. Get the people involved and seek their comments on pro- 
grams, regulations and paperwork before they become 
final. 

J. Design forms so that they are easy to use. 

K. Write government material so that it can be understood and 
set readability standards. 

L. Require ‘‘plain English’’ in government materials. 

Crossword Puzzle Key 
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Liabili 
Protection 

(It comes with every tablet you dispense) 
A significant article on phar- 

macy law stated that “it is not 
unlikely that pharmacists substitut- 
ing therapeutically or bioequivalent 
drugs for those prescribed will face 
increasing confrontation in the 
courts on the issue of their liability 
for unanticipated or adverse reac- 
tions from drugs dispensed by 

_It should be reassuring to know, 
boratories _ 

fill a prescription for TYLENOL® 
with Codeine tablets or elixir—and, 
for that matter, for every McNeil 
product you dispense. The “McNeil 
Pharmacist Protection Policy” gives 
you this assurance. (If you don’t 
already have a copy, you might like 
to send for one.) 

Today's pharmacist faces many 
problems. Unnecessary liability risk 
is one you can avoid. 

*From a speci feport reprinted from US Pharmacist 2(4):18-23, 1977. “Pharmacy Law.” by 
OM 

TYLENOL @ 
WITH CODEINE 

TABLETS. 

No. 3 
NDC 0045.0513-60 
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A lot more goes into 
Abbott drug products. 
than simply drugs. — 
[Sian spmply rugs. ~ 

‘ 

Gerry Hietala, Abbott research pharmacist, on flavoring: 

“One ‘yuck’ from any of these panel 
members and it’s back to the drawing 
board. This is the final, most critical 
test for flavoring in our suspensions. 
No matter how much effort goes into 
the flavoring system of a pediatric 
drug, this is the bottom line. Kids 
simply won’t take a bad-tasting 
medicine. 

There are two basic objectives in 
flavoring a suspension; first, naturally, 
you want to mask the drug taste. 
Erythromycin is a prime example. It’s 
bitter. Second, you want to maximize 
flavor stability. Over a period of time 
even insoluable drugs will hydrolyze 
to a limited extent. The flavoring must 
be able to cover the increased 
bitterness to maintain palatability of 
the suspension. 

We've developed a product that 
minimizes the amount of free 
erythromycin base that will develop, 
and we carefully control the quality of 
the starting drug. These two factors 
assure long-range stability .. . and 

good taste .. . when the product is 
out in the field. 

Quality is built into our product 
through a sophisticated system of 
flavor assessment. We utilize statistical 
preference testing in addition to the 
flavor profile method. These help us to 
arrive at a top quality taste and assure 
that it will be maintained in 
production. The result is a good- 
tasting product with maximum 
stability ... medicine a sick kid is 
going to take for ten days 
without a single ‘yuck’.” 

This is the drug 

The doctor prescribed 

That you dispensed 

That the patient took 

That Gerry flavored. 

We're in this together. 

ABBOTT LABORATORIES 

Pharmaceutical Products Division, North Chicago, Illinois 60064 
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E.E.S. BRIEF SUMMARY 
ERYTHROCIN® ETHYL SUCCINATE 
(ERYTHROMYCIN ETHYLSUCCINATE) 

Indications: 
Streptococcus pyogenes (Group A beta 

hemolytic streptococcus)—Upper and 

lower respiratory tract infections, skin, 
’ and soft tissue infections of mild to mod- 

erate severity, where oral medication is 
preferred. Therapy should be continued 
for 10 days. 

Alpha-hemolytic streptococci (viridans 

group)—Short-term prophylaxis of bac- 

terial endocarditis prior to dental or other 
operative procedures in patients with a 
history of rheumatic fever or congenital 
heart disease who are hypersensitive to 
penicillin. 

S. aureus—Acute infections of skin and 
soft tissue of mild to moderate severity. 
Resistant organisms may emerge during 
treatment. 

S. pneumoniae (D. pneumoniae)—Upper 

and lower respiratory tract infections of 
mild to moderate degree. 

M. pneumoniae — For respiratory infec- 

tions due to this organism. 

Hemophilus influenzae: For upper respi- 
ratory tract infections of mild to moderate 

severity when used concomitantly with 
adequate doses of sulfonamides. Not all 
strains of this organism are susceptible at 
the erythromycin concentrations ordinar- 

ily achieved (see appropriate sulfonamide 
labeling for prescribing information). 

Treponema pallidum—As an alternate 

treatment in patients allergic to penicillin. 

C. diphtheriae and C. minutissimum—As 

an adjunct to antitoxin. In the treatment 

of erythrasma. 

Entamoeba histolytica—In the treatment 

of intestinal amebiasis. 

L. monocytogenes—Infections due to this 

organism. 

Establish susceptibility of pathogens to 
erythromycin, particularly when S. aureus 

is isolated. 

Contraindications: | 
Known hypersensitivity to erythromycin. 

Warnings: 
Safety for use in pregnancy has not been 

established. 

Precautions: 
Exercise caution in administering to pa- 

tients with impaired hepatic function. 
During prolonged or repeated therapy, 
there is a possibility of overgrowth of non- 
susceptible bacteria or fungi. Surgical 
procedures should be performed when in- 

dicated. 

Adverse Reactions: 
Dose-related abdominal cramping and 
discomfort. Nausea, vomiting, and diar- 

rhea infrequently occur. Mild allergic re- 
actions such as urticaria and other skin 
rashes may occur. Serious allergic reac- 

tions, including anaphylaxis, have Cc) 

been reported. 8013236 am 



The The name CIBA is all butsynony- We built our reputation on 
” . mous with antihypertensive our drugs for hypertension. antihypertensive therapy. Small wonder, since we You can build your reputation 

house market more of these drugsthan -onthem, too. 
. any other company in the world. 

that CIBA built. In fact, many of the standard 
antihypertensives now on your 

shelves were developed and 

introduced by CIBA. 

ClIlBA 
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Dear Mr. Banta: 
It would be appreciated if you would put the following notice in 

the next issue of the Maryland Pharmacist. 

Thank you for your assistance. 

— NOTICE — 
THE MARYLAND BOARD OF PHARMACY WILL CON- 
DUCT AN EXAMINATION FOR REGISTRATION AS 
PHARMACIST AT THE UNIVERSITY OF MARYLAND IN 
BALTIMORE, MARYLAND ON JUNE 5, 6 AND 7, 1979. 
APPLICATIONS MUST BE IN THE OFFICE OF THE BOARD 
BY MAY 1, 1979. FOR PARTICULARS APPLY TO: 

Bernard B. Lachman, President 

Maryland Board of Pharmacy 
201 West Preston Street 

Baltimore, Maryland 21201 

Phone 383-7245 

Sincerely, 

Bernard B. Lachman, President 

MARYLAND BOARD OF PHARMACY 

Dear Mr. Banta: 

As you probably know, a number of firms recently have begun 
distributing sprionolactone products said to be equivalent to 

Searle’s ALDACTONE® and ALDACTAZIDE®. As the in- 
novator of spironolactone, we feel an obligation to advise your or- 
ganization of the situation that exists with a number of these gen- 
eric products. 

You should be aware that several companies producing or dis- 
tributing generic spironolactone products are doing so without 
support of an approved New Drug Application (NDA) or an 
Abbreviated New Drug Application (ANDA). Under these cir- 
cumstances, it would appear prudent for any member of your as- 

sociation to make inquiry into the status of any product being con- 

sidered for purchase. Recently, the FDA began seizure of several 
unapproved generics including spironolactone products in various 
parts of the country. 

While these legal aspects may be important to you for several 

reasons, you should also be aware that it is documented in the sci- 
entific literature that formulation changes can affect the in vivo 
bioavailability of spironolactone (ALDACTONE). Also, the com- 

bination of spironolactone and hydrochlorothiazide (ALDACTA- 
ZIDE) is considered to be a drug with potential bioavailability 
problems. 

In the event of a liability claim, if the pharmacist is unable to 
demonstrate by accurate records that Searle spironolactone prod- 
ucts were dispensed, then Searle & Co. will not be in a position to 

indemnify and hold harmless the pharmacist. Our product liability 
coverage extends only to ALDACTONE, ALDACTAZIDE and 
other Searle products. 

Sincerely, 

S. H. Gray Se 
Vice President 

Sales and Marketing 
North America 
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Dear David: 

The enclosed notice was sent to all pharmacies of one chain by 
the corporate management as a result of a consumer complaint 

received by the Board of Pharmacy. Perhaps it would be helpful to 
have this important reminder brought to the attention of all Mary- 

land pharmacists. The author of the notice has given me permis- 

sion to send it to you. 
As a result of an audit the Board has just completed of con- 

sumer complaints received for the period of July 1, 1977 to De- 

cember 31, 1978, we have observed that there are an increasing 
amount of complaints from consumers who receive generic drugs 
without any form of notification or explanation of substitution. 
There have been a few instances of mislabeling the product with 

the brand name written on the prescription rather than the generic 
name of the product actually dispensed. 

A clear notice written or spoken that the pharmacist has sub- 

stituted a generic drug for a brand name at a monetary saving to the 
consumer would help, I believe, to introduce the procedure and 
benefits of substitution to the public. It might also serve to lessen 
confusion surrounding substitution — still unclear to many con- 

sumers. 
Other areas in which there were a repetition of complaints in- 

cluded: 

receiving the incorrect drug 
short count without notifying patient 
incorrect or incomplete labeling 
incorrect amount charged for prescription 

false advertising 
dispensed a large amount of a controlled drug to one individual 

Sincerely, 

tlh C Cohenpr. 
Estelle G. Cohen, Commissioner 

Maryland Board of Pharmacy 

(ALL PHARMACIES) 
IMPORTANCE OF CHECKING Rx’s 

Recently one of our pharmacists filled a Rx for a chewable 
tablet with a non-chewable capsule of a close but different 

strength. This error could have been avoided if the pharmacist 

would have checked the Red Book to learn that a tablet was indeed 

available. The pharmacist was unaware of the availability of a 

chewable tablet of this drug and made two basic errors: 

1. He did not check the Red Book to ascertain that 
such a dosage form and strength was available. 

2. Hedid not verify the Rx with the physician. 

We are noting this incident to impress upon all of our pharma- 
cists that it is absolutely essential to check with the physician when 
there is a question in dispensing a different dosage form and 

strength from that prescribed by the physician. In this case a sim- 
ple check of the Red Book or Blue Book would have prevented 

this problem from transpiring. 
There are still plenty of occasions when pharmacists must ex- 

ercise professional judgement, but it never extends to changing a 
dosage form or strength of any Rx without the physician’s knowl- 

edge and approval. 

SM, 



Barb Newman spent 8 years as a community pharmacist. Now she is putting 
this valuable experience to work as an Upjohn associate product manager. She knows 
the problems pharmacists have with many packaging and dispensing formats, and 
with certain promotions. This knowledge helps her promote existing products and bring 
new drugs to market. 

“T am still a community pharmacist, at heart. 1 know the long hours, dedication, 
and the tremendous store of drug information they absorb and share so unselfishly.” 
Barb is one of 376 pharmacists at Upjohn who are proud of their role as members 
of the health care team — and their partnership with your side of the counter. 

EIGHT YEARS ON YOUR 
SIDE OF THE COUNTER 
HELPS BARBARA NEWMAN 
DOHER JOD DETTER. 

€ i 
The Upjohn Company, Kalamazoo, Michigan 49001 



Gallstone Disease 

Man vs. Pain with T.N.S. 
; — Martin B. Mintz, R.Ph. 

Measuring the Results of Advertising 
—Elizabeth M. Sorbet — 
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President's Message 

President’s Message 

As I review the accomplishments of the Association over the past year that I have 

served as your President, it occurs to me that the most significant thing that we have accom- 

plished has been to help individual pharmacists when they have a crisis. The Association’s con- 

cern over the difficulties that Pharmacists Abe Glaser and Neal Jacobs encountered has been 

well-published. 

What has remained somewhat unheralded has been the number of times the Association 

has come to the assistance of a number of other pharmacists in a variety of ways. 

One Pharmacist had tried for years, on his own, to accomplish something that, with the 

Association’s help, is being rapidly cleared up. Bureaucratic red tape has been cut, sometimes 

with just a telephone call. At other times, the Association’s staff, attorney and officers have be- 

come involved in solving a complaint. 

But then, this is one of the major reasons for even having the Association. The old axiom 

about strength in numbers is especially appropriate to the Maryland Pharmaceutical Associa- 

tion. This may not be a service that we can list ina benefit’s brochure, but in many ways it is one 

of the most important we have. 

I encourage you to take advantage of the assistance you can receive by calling the office. 

Your question might help us all. Your suggestion could provide the answer we have been look- 

ing for. And your constructive comment may improve the Association even more. 

JUNE, 1979 



Gallstone... ce 

In recent years, advances have been made in our under- 

standing of the way gallstones form and of factors that pre- 

dispose people to the development of gallstones. In addi- 

tion, new techniques have expanded the capability of 

physicians to diagnose gallstones and their complications. 

Finally, we are on the verge of having medical dissolution of 

gallstones as an alternative to the only definitive treatment 

currently available, surgical removal of the gall bladder and 

gallstones (cholecystectomy). Many problems, however, 

remain to be solved. 

Definition 

Attesting to their ancient history, gallstones have been 

found in Egyptian mummies. Gallstones are stones found in 

the gall bladder. The Greek word gall means bile reflecting 

the early notion that gallstones are composed of com- 

pounds normally found in the bile. In fact, the composition 

of gallstones provides the basis for their classification into 

cholesterol or pigment gallstones. Cholesterol gallstones 

are comprised of at least 70 percent cholesterol, while pig- 

ment gallstones contain primarily bile pigments. Pigment 

stones have a greater tendency than cholesterol stones to 

become hardened (calcified). In the United States about 80 

percent of the gallstones are cholesterol stones. 

A considerable range occurs in the size and number of 
gallstones. Usually they measure about 4 to % inch in 

diameter but they can be large enough to occupy the entire 

gall bladder (three inches across) or smaller than a pin head. 

The usual number of stones is between two and ten but soli- 

tary stones occur and thousands have been counted in a 

single gall bladder. The surface of gallstones most often is 

smooth or faceted but may be irregular. Cholesterol stones 

are shades of white, yellow, or tan, while pigment stones 

are black. 

Why Gallstones Form 

The liver secretes bile into the bile ducts. Bile is a water 

solution containing many compounds including choles- 

terol, bile salts, and bilirubin. Cholesterol is classified as a 

fat, a substance which ordinarily cannot be dissolved in a 

water solution. It is dissolved in bile, however, by the bile 

salts through their detergent-like properties. 

Prepared for the Digestive Diseases Information Center by 

Leslie J. Schoenfield, M.D., Director, Division of Gastro- 

enterology, Cedars-Sinai Medical Center; and Professor of 

Medicine, University of California at Los Angeles. 
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During fasting, bile that had been secreted by the liver is 

stored and concentrated in the gall bladder. This organ is a 

spherical, two ounce-capacity, muscular sac just below the 

liver in the right upper quadrant of the abdomen. With 

meals, the gall bladder contracts and discharges its bile 

through the bile ducts into the upper intestine (duodenum). 

Most all of the bilirubin, about half of the cholesterol, and a 

small fraction of the bile salts are excreted in the feces. ‘The 

rest of the cholesterol and most of the bile salts are re- 

absorbed in the intestine and returned to the liver. 

If too much cholesterol or not enough bile salts are se- 

creted by the liver, the cholesterol cannot be held in solu- 

tion in bile and crystals of cholesterol form and group to- 

gether to build gallstones in the gall bladder. Thus, gall- 

stones basically result from a disease of the liver because 

the liver secretes abnormal bile saturated with cholesterol. 

Moreover, any situation that produces saturated bile has 

the potential to lead to cholesterol gallstone formation. For 

example, persons who are obese, have Crohn’s disease, or 

ingest oral contraceptives, estrogens, or clofibrate (a medi- 

cation used to decrease serum cholesterol), secrete too 

much cholesterol relative to their bile salts in bile; there- 
fore, they are predisposed to develop cholesterol gall- 

stones. Heredity also appears to play a role in gallstone 

formation. Much less is understood about why the less 

common pigment stones form. 

Symptoms 

About half of the patients with gallstones never experi- 

ence symptoms from their stones. The other half develop 

symptoms because in these patients the stones inexplicably 

migrate to block the bile ducts. The myth that fatty foods 

induce gallstones to produce symptoms finally has been 

dispelled. Moreover, vague “‘indigestion,”’ belching, heart- 

burn or flatus cannot be attributed to gallstones. 

Blockage of the bile ducts by gallstones causes one or 

more of four distinct problems: 1) Acute cholecystitis, a 

painful inflammation of the gall bladder; 2) biliary colic, a 
sudden, severe, steady pain usually lasting about one hour 

in the right upper abdomen caused by distention of the bile 

ducts; 3) cholangitis, an infection of the bile ducts causing 

high fever and shaking chills; and 4) jaundice, a yellow dis- 

coloration of the skin or whites of the eyes caused by a 

backup of bilirubin into the bloodstream. Any of these prob- 

lems may be accompanied by nausea and vomiting. 

The symptoms caused by gallstones usually resolve 

spontaneously or with appropriate treatment but they may 
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progress to complications or recur at unpredictable inter- 

vals. After acute cholecystitis subsides, chronic cholecys- 

titis invariably develops but does not cause symptoms un- 

less complications occur. 

Complications 

In about 25 percent of patients with acute cholecystitis, 

the complications of gangrene (tissue destruction) or perfo- 

ration of the gall bladder ensue; these may lead to serious 

generalized infection. Acute pancreatitis, a painful inflam- 

mation of the pancreas, may occur when gallstones block 
the pancreatic duct, an anatomic companion of the bile 

duct. Prolonged or recurrent obstruction of the bile ducts by 

gallstones may produce liver damage because of the back- 

pressure and chemical injury to the liver. Occasionally, a 

large gallstone may erode into the duodenum and pass 

down the intestine until it blocks the ileum which is the most 

distal and narrow portion of the small intestine. About one 

percent of patients with gallstones ultimately develop 

cancer of the gall bladder. 

Diagnosis 

The diagnosis is suspected clinically on the basis of the 

characteristic symptoms, epidemiologic features, and pre- 

disposing factors discussed above. Calcified stones may be 

recognized on a plain x-ray of the abdomen. The definitive 

diagnosis usually is established by an oral cholecystogram 

which is an x-ray of the gall bladder taken the morning after 

ingestion of tablets of contrast material. Intravenous 

administration of contrast material (intravenous cholangio- 

gram) may be used to visualize the bile ducts. 

In certain instances (for example, when the patient is 

(jaundiced), neither an oral cholecystogram nor an intra- 

venous cholangiogram will reveal gallstones. Also, some 

patients may be allergic to the iodine contained in the con- 

trast material. In this situation bile aspirated through a 
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swallowed tube in the duodenum (biliary drainage) may 

reveal microscopic crystals of cholesterol or bilirubin pig- 

ment, reflecting the presence of gallstones. In addition, 

three newer techniques are available: Ultrasonography is 

based upon the detection of gallstones by the reflection of 

sound waves from the stones; endoscopic retrograde 

cholangiography (ERC) and transhepatic cholangiography 

(THC) permit direct instillation of radiopaque material into 

the bile ducts for x-ray visualization of the bile ducts, gall 

bladder, and gallstones. 

Treatment 

Patients with symptoms caused by gallstones generally 

should undergo surgical removal of the gall bladder (chole- 

cystectomy) after appropriate medical management of the 

acute situation. This medical treatment may include medi- 

cation to relieve pain, intravenous fluids, intubation and 

aspiration of the stomach, and in certain circumstances, 

antibiotics. 

Chenodeoxycholic acid, ‘“‘cheno,”’ is a bile salt nor- 

mally present in bile. It has been extracted from bile and is 

the first agent, taken by mouth in capsule form, that has 

been successful in dissolving gallstones. The rationale be- 

hind the use of ‘“‘cheno”’ is to increase the capacity of bile to 

keep cholesterol in solution. Currently, however, it is avail- 

able inthe United States only as an experimental treatment. 

Although ‘‘cheno”’ appears to be free of significant side ef- 

fects, its long-term safety remains to be proven. The 

National Cooperative Gallstone Study (NCGS), therefore, 

is conducting a clinical trial, sponsored by the National In- 

stitute of Arthritis, Metabolism, And Digestive Diseases, to 

evaluate fully the effectiveness and safety of ““cheno’’. One 

thousand patients at ten medical centers in the United 

States are participating in this controlled trial. (This study 

now has all of the patients required and no additional pa- 

tients are being considered.) The results should be available 

by Fall, 1980. 

Epidemiology and Socioeconomic Impact 

In the United States, estimates of gallstone prevalence 

are as high as 20 million, with one million new cases dis- 

covered each year. The frequency of gallstones increases 

with age. Among women after puberty and before meno- 

pause, gallstones occur about three times more often than 

among men. The incidence varies also with race and geo- 
graphic location. For example, 73 percent of American 

Indian women and 57 percent of Swedish women have 

gallstones, while a much lower frequency has been found in 

Orientals and Africans. 
Gallstones, therefore, are responsible for much pain, 

suffering, hospitalization, and time lost from work. In the 

United States, one-half million cholecystectomies are per- 

formed each year with a mortality rate of about | percent. 

Finally, the medical costs for gallstone disease in the United 

States have been estimated to be more than one billion dol- 

lars annually. 



THE MARYLAND PHARMACIST 



LOEWY DRUG CO. DIVISION OF OW) 

Has For Your PHARMACY glo 

A Complete Price Sticker and 
Order Entry Program. 
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Now Operating in over 500 Pharmacies Like Yours. 

THE SERVICE PROVIDES: retail price sticker & shelf labels, allowing you selective 

pricing for all items you purchase. Plus customized pricing for up to 1500 items. 

Two price system. 

OVER THE COUNTER MERCHANDISE 
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RX MERCHANDISE 
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Electronic Order Entry System 
Electronic order entry Terminal for in-store use. It’s light- 
weight, portable and enables you to order 200 line items 

Customized series of ongoing Turnover and Profitability 
- Reports for Your Store. Helpful information compiled from 

product movement of items in your store. 

CHECK THE BIG PLUS FEATURES: 

Store Identification Labels. 

Complete Product Information. 

Complete OTC and RX Pricing Stickers. 

Quarterly Label Color Change. 

Tamper-proof (non-transfer) security. 

Ink Screening of Coded Information. 

Deal Contents Have Price Stickers. 

Price Stickers for Selected Full Cases. 

NDC Numbers on All RX Products. 

Customized Pricing. 

Two Price System. 
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5 omy with T.N.S. 
by Martin B. Mintz, R.Ph. 

Presented at the 1979 Swain Seminar 

PAIN — For centuries it has been man’s oldest enemy. 

It is a signal of trauma or a malfunction in the human body. 

As long as man has suffered from pain, he has searched for 

an efficient and practical modality for its relief. 

It appears that electrical neural stimulation may give the 

relief that man has long needed. This relatively new ap- 

proach may be a medical milestone. This type of electrical 

nerve stimulation is given the name of Transcutaneous 

Electrical Nerve Stimulation or TNS which is actually the 

stimulation of afferent nerve fibers. 

To date, even though this technique has been in use for 

ten years, no one can explain why it works. There are, 

however, several theories which are scientifically very logi- 
cal. 

1) The “‘Gate Theory,”’’ developed by Dr. Melzak and 

Dr. Wall simply stated is the filling of the sensory system 

with a pleasant sensation, therefore preventing the painful 

sensation from reaching the spinal cord and ultimately the 

brain. The fibers transmitting pleasant sensation therefore 

reaches the brain first, thereby blocking or closing the 
““gate’’ to any more sensation specifically to painful sensa- 
tions. 

2) Another theory presently under investigation is the 

‘‘Enkefalin or Endorfhin Theory.’’ According to this the- 

ory, stimulation of nerve fibers causes the thalmus in the 

brain to release opiate-like substances to either the site of 

pain, dermatomes (sensory root fields on the skin supplied 

with afferent root fibers), or the spinal cord. The release of 

these endorphins or enkefalin is believed to be the body’s 

natural defense against pain. Therefore, TNS possibly 

stimulates the body’s own defense against painful stimuli. 

In the Ist century A.D. a physician in Rome used the 
electric eel and the electric sea skate. He would have the pa- 

tients stand on the electric skate in the shallow sea. When 

the patient became numb from the knees down, the patient 
was taken off the sea organ and he would have relief from 
pain. 
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In 1840 in England there was a well documented case of 

a man having peronial nerve damage. This patient found 

that when he leaned against an electrified fence, allowing 

the fence to touch him above the knee, he obtained relief 
from pain for several days. 

Electrified brass stools were also used. The patient, 

while sitting on the stool, would receive electrical stimula- 

tion followed by relief of pain. 

In 1970, Stimtech developed the first well-engineered 

stimulator. This was a battery powered device using a 

Square wave pulse, with a controllable width and fre- 

quency. It was actually developed for screening patients 

who were candidates for an implantable dorsal column 

stimulator. It was found that the TNS device worked well 

enough on most of these patients that they did not have to 

go through surgery for the implantable stimulator. The 

electrodes were placed either over the pain site, the course 

of the periferal nerves to the area of pain, a major nerve 

plexus going to that area, or the corresponding dermatome. 

The objective in the use of TNS is to reduce or eliminate 

pain. Therefore, the patient may reduce or eliminate drug 
usage and thereby improve his daily activities. 

TNS is used in acute pain such as neuralgias, arthral- 

gias, sprains, strains, fractures, headaches, acute episodes 

of chronic pain, and post-operative pain. In these acute 

cases there is usually an 80% success rate experienced. 

TNS is also useful in chronic pain such as low back pain 

syndrome and cervical pain syndrome. (The combination of 

the two accounted for the top 10% of hospitalized patients.) 

Phantom limb pain and post hepatic neuralgia have an 80% 

success rate. TNS can also be used in causalgia, neuroma, 

stump pain and carcinogenic pain. The success of TNS has 

been repeatedly reported to be between 30% and 40% when 

used with chronic pain patients. TNS is not a valid modality 

in pain of central origin or psychogenic pain. 

A study group of 200 patients at Johns Hopkins School 
of Medicine were treated with TNS. After one year of 
treatment, 50% of the patients showed good to excellent re- 
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sults. 88% were able to reduce drug intake and 65% re- 

ported increased functional activities. The placebo rate was 

the expected 8-11%. 

The most recent use of TNS is in post-operative pa- 
tients. Afferent nerve stimulation has been extremely suc- 

cessful in reducing post-operative pain. TNS has been 

shown to successfully reduce the pain of atelectasis (col- 

lapsed lung). The above have led to shorter hospital stays. 

Dr. Donlin Long, one of the foremost authorities on 

TNS, recently had a herniaoraphy. He used TNS post- 

operatively and found the result to be the same as taking 

Percodan®, without the side effect of nausea as found with 

Percodan®. 

As pharmacists we are not here solely to fill physicians’ 

orders and dispense medication. I believe our role is also to 

help the patient take his medication properly, and to assist 

the physician in prescribing medication or any other 

modality which can help the patient. This may mean sug- 

gesting other health care aids (Parapharmaceuticals) along 

with the medications. This is especially true with pain 

medication. With the pharmacist’s help, the patient may be 

able to function in as normal a manner as possible. There- 

fore, we may be able to reduce the intake of drugs which 

may otherwise hamper his daily activities. 

As anexample of the above, when a patient comes into 

Northern Pharmacy witha prescription for a muscle relax- 

ant, the pharmacist would ask the ‘patient for what condi- 

tion the medication was prescribed. In most cases, it will be 

for low back or cervical pain. The pharmacist would then 

ask if the physician prescribed the use of heat. If the pa- 

tient’s answer is ‘“‘yes,’’ we would then discuss the use ofa 

hydroculator. We may even call the physician and educate 

him about the use of a moist heat pack. 
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I can not count the number of times a patient has come 

back and thanked us for our suggestion of the use of a 

hydroculator. Our suggestion made them more comfortable 

and shortened the length of inactivity. 

When applying to Pharmacy School, I was coached to 

tell the interviewer that one of my reasons for wanting to be 

a pharmacist was that I wanted to help people. I honestly 

didn’t realize it at the time, but now, helping people is what I 

really enjoy most. I would like to take this opportunity to 

publicly thank Dr. Peter Lamy and Dr. Ralph Shangraw for 
their contribution to my education and success. 

In closing, I feel fortunate and lucky that I enjoy going to 

work each day to practice my profession — pharmacy. 

eRERAY 
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Specially ‘ 
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sales months on condoms, Youngs is offering 
10% off on five popular Trojan economy 36 

packages. Our Special Summer sale runs from 

June 1st through the end of August...to corre- 
spond with warm weather vacations. 

It includes Trojans 36's... Trojan-Enz 36's... 

Trojan-Enz Lubricated 36's... Trojan ribbed 36's 

and Trojans Plus 36's. 

Remember to ask about our unique co-op 

10% off on economy size 36 packs 
mer Sale 
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advertising program to tie in with this purchase 

allowance. Suggest to your customers through 
advertising that vacation time is a smart time to 
take along a 36 pack. 

Our representative will be more than pleased 

to explain our Trojan Summer Special...from 

the makers of Trojan condoms, the number 
one selling brand in drug stores. 

up YOUNGS DRUG PRODUCTS CORPORATION 
on” P.O. Box 385, Piscataway, New Jersey 08854 © Y.D.P.C. 1979 

While no contraceptive is 100% effective, Trojan brand condoms, when properly used, are highly effective against pregnancy and venereal disease. 

Trojans, Trojan-Enz, Trojan and Trojans Plus are registered trademarks. 
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Add Another 
3 Hours 
To Your Day... 
without spending another minute 
in your store preparing, writing 
and calling in orders! 

CUT ORDER TIME TO SECONDS ORDER 200 ITEMS IN 1 MINUTE... 
WITH OUR DIRECT ORDER ENTRY _ Allorder information is at your fingertips on 
SYSTEM. pre-printed shelf labels for easy order input. 

You won't waste another moment looking 

up item numbers, descriptions, strengths, 

NDC numbers, sizes, etc. Simply press the 

buttons and your order is recorded on the 

unit’s cassette tape. Then, at your conve- 

nience, just dial the phone and your order is 

quickly and accurately transmitted over 

ordinary telephone lines into our central- 

ized computer. Imagine—a 200 item order 

can be transmitted in just 60 seconds... 

from start to finish! 

000020353 
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Throw away the want book, stop writing 

those nervous little notes to yourself— 

Direct Order Entry is here to make your life 

easier! 

Now, this time-consuming chore can be cut 
to split second efficiency with our Direct 

Order Entry System. In a fraction of the time 
you spend every day compiling and placing 

orders, this system can perform many func- 
tions for better control of your business. 

& ATCC 
C MTT 
i DeatHhIA 

Rx OTC 

PRICE STICKERS... complete with all information 
for placing your order. 

DON’T WASTE ANOTHER MINUTE 

i 

MESH ATLA UNE Fey LIS Af START CUTTING CORNERS HERE. 
Time is money. And Direct Order Entry frees 
up more of your time so you Can be doing 
the things that produce the greatest profit PEC ME MORE AROr! 

DIRECT ORDER ENTRY SYSTEMS. 
for you. 

The Drug House, Inc. 

THE DRUG HOUSE, INC. An Alco Standard Company 
600 S. 17th St., Harrisburg, Pa. 17105 

An Alco Standard Company Attn: W. W. Hensel, RCS Dept. 

Name 

Pharmacy - 

Address a 7 

City = — _SJEMG Zip 

Phone Area Code(_) 
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MEASURING THE RESULTS OF ADVERTISING 

By Elizabeth M. Sorbet 

Associate Professor of Marketing, University of Southern Mississippi, 

Hattiesburg, Mississippi 

Reprinted from Small Business Administrator 

Small Marketers Aids 

If you are new to the retail or service business, you may 

still be learning about advertising through trial and error. 

Perhaps you watch your competitors and run ads when they 

do. Or you run an ad only when you can offer a bargain. 

Whether you are a newcomer or a veteran advertiser, 

you should always keep one question foremost in your 

thinking: How much good is my advertising doing? 

In a small firm, neither time nor money is sufficient to 

engage in complicated ad-measurement methods. But even 

sO, you can use certain rule-of-thumb devices to get a better 

idea than you may now have about the results of your 

advertising. 

What Results Do You Expect? 

Essentially, measuring results means comparing sales 

with advertising. In order to do it you have to start early in 

the process — before you even make up the advertisement. 

The question to answer is: What do you expect the advertis- 

ing to do for your store? 

In thinking about the kinds of results to expect, it is help- 

ful to divide advertising into two basic kinds: immediate re- 

sponse advertising and attitude advertising. 

Immediate response advertising is designed to cause the 

potential customer to buy a particular product from you 

within a short time — today, tomorrow, the weekend, or 

next week. An example of such decision-triggering ads is 

one that promotes regular price merchandise with immedi- 

ate appeal. Other examples are ads which use price appeals 

in combination with clearance sales, special purchases, 

seasonal items (for example, white sales, Easter sales, etc.), 

and *‘family of items”’ purchases. 

Such advertising should be checked for results daily or 

at the end of one week from appearance. Because all adver- 

tising has some carry-over effect, it is a good idea to check 

also at the end of two weeks from appearances, three weeks 

from appearances, and so on to insure that no opportunity 

for using profit-making messages is lost. 

Attitude advertising is the type you use to keep your 

store’s name and merchandise before the public. Some 

people think of this type as ‘‘image-building’’ advertising. 

With it, you remind people week after week about your 

regular merchandise or services or tell them about new or 

special services or policies. Such advertising should create 

in the minds of your customers the attitude you want them 

to have about your store, its merchandise, its services, and 

its policies. 
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It is your reputation builder. To some degree, all adver- 

tising should be attitude advertising. 

Attitude (or image-building) advertising is harder to 

measure than immediate response advertising because you 

cannot always attribute a specific sale to it. Its sales are 

usually created long after the ad has appeared and are 

triggered by the customer some time after having seen the 

ad. However, you should keep in mind that there is a lead 

time relationship in such advertising. For example, an ad or 

a series of ads that announces you have the exclusive fran- 

chise for a particular brand probably starts to pay off when 

you begin to get customers who want that brand only and 

ask no questions about competing brands. 

In short, attitude advertising messages linger in the 

minds of those who have some contact with the ad. These 

messages sooner or later are used by people when they de- 

cide that they will make a certain purchase. 

Because the purpose of attitude advertising is spread 

out over an extended period of time, the measurement of 

results can be more leisurely. Some attitude advertising — 

such as a series of ads about the brands which the store car- 

ries — can be measured at the end of one month from the 

appearance of the ads or at the end of a campaign. 

Planning for Results 

Whether you are trying to measure immediate response 

or attitude advertising, your success will depend on how 

well the ads have been planned. The trick is to work out 

points against which you can check after customers have 

seen or heard the advertisement. 
Certain things are basic to planning advertisements 

whose results can be measured. First of all, advertise prod- 

ucts or services that have merit in themselves. Unless a 

product or service is good, few customers will make repeat 

purchases no matter how much advertising the store does. 

Many people will not make an initial purchase of a 

shoddy item because of doubt or unfavorable word-of- 

mouth publicity. The ad that successfully sells inferior mer- 

chandise usually loses customers in the long run. 

Small marketers, as a rule, should treat their messages 

seriously. Humor is risky as well as difficult to write. Be on 

the safe side and tell people the facts about your merchan- 

dise and services. 

Another basic element in planning advertisements is to 

know exactly what you wish a particular ad to accomplish. 

In an immediate response ad, you want customers to come 
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in and buy a certain item or items in the next several days. 

In attitude advertising, you decide what attitude you are try- 

ing to create and plan each individual ad to that end. In a 

small operation, the ads usually feature merchandise rather 

than store policies. 

Plan the ad around only one idea. Each ad should have 

a single message. If the message needs reinforcing with 

other ideas, keep them in the background. If you have 

several important things to say, use a different ad for each 

one and run the ads on succeeding days or weeks. 

The pointers which follow are designed to help you plan 

ads so they will make your store stand out consistently 

when people read or hear about it. 

Identify your store fully and clearly. Logo-types or sig- 

natures in printed ads should be clean-lined, uncluttered, 

and prominently displayed. Give your address and tele- 

phone number. Radio and television announcements to 

identify your sponsorship should be full and as frequent as 

possible without interfering with the message. 

Pick illustrations which are all similar in character. 

Graphics — that is, drawings, photos, borders, and layout 

— that are similar in character help people to recognize 

your advertising immediately. 

Pick a printing type face and stick to it. Using the same 

type face or the same audio format on radio or television 

helps people to recognize your ads. Also using the same 

sort of type and illustrations in all ads allows you to concen- 

trate on the message when examining changes in response 

to ads. 

Make copy easy to read. The printed message should be 

broken up with white space to allow the reader to see the 

lines quickly. 

Use coupons for direct mail advertising response as 

often as possible. Coupons give an immediate sales check. 

Key the coupon in some manner so that you can measure 

the response easily. 

Get the audience’s attention in the first five seconds of 

the radio and TV commercial. Also, get your main message 

in the first sentence if possible. 

Tests for Immediate Response Ads 

In weighing the results of your immediate response ad- 

vertisements the following devices should be helpful: 

Coupons brought in. Usually these coupons represent 

sales of the product. When the coupons represent requests 

for additional information or contact with a salesman, were 

enough leads obtained to pay for the ad? If the coupon is 

dated, you can determine the number of returns for the first, 

second, and third weeks. 

Requests by phone or letter referring to the ad. A **hid- 

den offer’’ can cause people to call or write. Include — for 

example, in the middle of a paragraph —a statement that on 

request the product or additional information will be 

supplied. Results should be checked over a one-week 

through six-months or 12-months period because this type 

ad may have considerable carry-over effect. 

Split runs by newspapers. Prepare two ads (different in 

some way you would like to test) and run them on the same 
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day. Identify the ads — in the message or with a coded 

coupon — so you can tell them apart. Ask customers to 

bring in the ad or coupon. When you place the ad, ask the 

newspaper to give you a split run — that is: to print “ad A”’ 

in part of its press run and ‘‘ad B”’ in the rest of the run. 

Count the responses to each ad. 
Sales made of particular item. \f the ad is on a bargain or 

limited-time offer, you can consider that sales at the end of 

one week, two weeks, three weeks, and four weeks came 

from the ad. You may need to make a judgment as to how 

many sales came from display and personal selling. 

Check store traffic. An important function of adver- 

tising is to build store traffic which results in purchases of 

items that are not advertised. Pilot studies show, for exam- 

ple, that many customers who are brought to the store by an 

ad for a blouse also bought a handbag. Some bought the bag 

in addition to the blouse, others instead of the blouse. 

You may be able to use a local college or high school dis- 

tributive education class to check store traffic. Class mem- 

bers could interview customers as they leave the store to 

determine: (1) which advertised items they bought, (2) what 

other items they bought, and (3) what they shopped for but 

did not buy. 

Testing Attitude Advertising 

When advertising is spread out over a selling season or 

several seasons, part of the measurement job is keeping 

records. Your aim is comparing records of ads and sales for 

an extended time. 

An easy way to set up a file is by marking the date of 

appearance on tear sheets of newspaper ads, log reports of 

radio and television ads, and copies of direct mail ads. The 

file may be broken down into monthly, quarterly, or semi- 

annual blocks. By recording the sales of the advertised 

items on each ad or log, you can make comparisons 

In attitude (or image-building) advertising, the individ- 

ual ads are building blocks, so to speak, which make up 

your advertising over a selling season. The problem is try- 

ing to measure each ad and the effects of all of the ads taken 

together. 

One approach is making your comparisons on a weekly 

basis. If you run an ad, for example, each week, at the end 

of the first week after the ad appears, compare that week’s 

sales with sales for the same week a year ago. At the end of 

the second week, compare your sales with those of the end 

of the first week as well as year-ago figures. 

At the end of the third week, one month, three months, 

six months, and 12 months from the appearance of the ad, 

repeat the process even though additional ads may have ap- 

peared in the meantime. For each of these ads, you will also 

make the same type of comparisons. You will, of course, be 

measuring the “‘momentum” of all of your ads as well as the 

results of a single ad. 

After a time, you probably will be able to estimate how 

much of the results are due to the individual ad and how 

much to the momentum of all of your advertising. You may 

then make changes in specific details of the ad to increase 

response. 
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Barb Newman spent 8 years as a community pharmacist. Now she is putting 
this valuable experience to work as an Upjohn associate product manager. She knows 
the problems pharmacists have with many packaging and dispensing formats, and 
with certain promotions. This knowledge helps her promote existing products and bring 
new drugs to market. : 

“T am still a community pharmacist, at heart. 1 know the long hours, dedication, 
and the tremendous store of drug information they absorb and share so unselfishly.” 
Barb is one of 376 pharmacists at Upjohn who are proud of their role as members 
of the health care team — and their partnership with your side of the counter. 

EIGHT YEARS ON YOUR 
SIDE OF THE COUNTER 
HELPS BARBARA NEWMAN 
DOHER JODDETTER. 

©) ; 
The Upjohn Company, Kalamazoo, Michigan 49001 
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When comparing sales increases over some preceding 

period, allowances must be made for situations that are not 

normal. For example, your experience may be that rain on 

the day an ad appears cuts its pulling power by 50 percent. 

Similarly, advertising response will be affected by the fact 

that your customers work ina factory that is out on strike. 

Some of the techniques which you can use for keeping 

on top of and improving attitude advertising follow: 

Repeat 

Repeat an ad. If response to an ad is good, run it — 

without change — two or three times and check the re- 

sponses of each appearance against previous appearances. 

Keep repeating the process. Much advertising loses 

effectiveness because the advertiser doesn’t keep remind- 

ing people. Repetition helps increase knowledge of, and 

interest in, the product. You can soon estimate how often 

you should repeat each ad — exactly or with minor 

changes. 

Analyze all ads in relation to response. Divide ads into 

at least two classes: high-response ads and low-response 

ads. Then look for differences between the two classes. 

The time the ad was run may be responsible for a partic- 

ular response level. Other factors, however, may be just as 

much or more influential than time. Consider the feature 

subject used in the illustration, persons shown, activities 

shown, types of merchandise, settings or backgrounds, dif- 

ferent colors used. Also consider the message and how well 

it was expressed. Did the copy stick to the theme? Or did it 

wander? If slogans were used, did they help make the 

point? 

Graphic elements may be important. Check to see 

which response category is associated with the presence of 

coupons, borders, display lines, small or incidental illustra- 

tions. Check response in relation to any variation in the way 

each appears. Compare any difference in type size and de- 

sign or the boldness of the type. 

Emphasis on brand names should also be checked: 

Price figures should be analyzed. If price lines are involved 

either in the ad or in the merchandise line of which the ad- 

vertised product is a part, you should consider them also. 

Check the size of the ad. It usually has a bearing on re- 

sponse. As a general rule, the larger the ad, the greater the 

response. 

Try to see a pattern of dominance. Your analysis of 

high-and-low response ads, may show that certain details 

— such as certain picture subjects — make the difference 

between a high or low response. Try to find the combina- 

tions which work best for your firm and merchandise. 

Note changes occurring over time. A small retailer 

should never take a winning combination for granted. There 

is no single formula that will insure high response ads every 

time. Advertising changes. Therefore, you should watch 

the ads of others to see what changes are occurring. Con- 

tinue to analyze your own ads, make small changes occa- 

sionally, and note any variations in response. 

Listen to what people say about your ads. In doing so, 

try to discover the mental framework within which any 

comment about your ad was made. Then try to find points 
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which reinforce believability and a feeling that your product 

fulfills some wish or need. 

However, you should not be misled by what people say. 

An ad can cause a great deal of comment and bring in prac- 

tically no sales. An ad may be so beautiful or clever that as 

far as the customer is concerned the sales message Is lost. 

When You Use Several Media 

When your ads appear simultaneously in different 

media — such as the newspaper, on radio and television, in 

direct mail pieces, and as handbills — you should try to 

evaluate the relative effectiveness of each. You can check 

one printed medium against the other by using companion 

(the same or almost identical) ads in the newspaper, direct 

mail, and handbills. 

You can make the job of analyzing and comparing re- 

sults from among the media easier by varying your copy — 

the message. Your ad copy, thus, becomes the means of 

identifying your ad response. 

You can check broadcast media — radio and TV — by 

slanting your message. Suppose, for example, that you ad- 

vertise an item at 20 percent reduction. Your radio or TV ad 

might say something like this. “‘Come in and tell us you 

want this product at 20 percent off.” 

You can compare these responses with results from 

your ‘‘20 percent off’ newspaper ad. Require the customer 

to bring in the newspaper ad — or a coupon from it. 

Some of the ways to vary the copy are: a combination of 

the brand name with a word or some words indicating the 

product type: picture variations; size variations; and color 

variations. You might use the last three to check your 

printed ads against each other as well as against your radio 

and TV ads. 

Be careful that the copy variation is not so great that a 

different impression is received from each medium. Here 

you would, in effect, have two different ads. 

Summary 

Because his budget is limited, the owner-manager of a 

small retail or service firm must see that his advertising does 

the job he intends it to do. Measuring the results on a con- 

tinuing basis can help him to see that his ads keep the store’s 

name before the public and contribute to increasing sales. 

Planning is important. Before he can evaluate results, 

the owner-manager has to know what purpose he expects 

the ad, or ads, to accomplish. This Aid gives pointers on 

planning ads and discusses several devices which can be 

used to compare advertising and sales. 
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USP DRUG PRODUCT PROBLEMS REPORT* 

by the USP Convention, Inc. 

12601 Twinbrook Parkway, Rockville, MD 20852 

Pharmacists to be Correctly Reimbursed 

A pharmacist wrote to the USP that the state Medical 

Assistance Program was constantly underpaying on pres- 

criptions for a 3 oz. tube of vaginal gel. She had determined 

that the label listed the contents as 85 gm and this was used 

by pharmacists to indicate the quantity filled on the claim 

form. However, the state computer listed 90 gm as the met- 

ric equivalent of the 3 ounce tube and would accordingly 

only reimburse for a percentage of the AWP (i.e. based on 

only 85 gm being supplied). The manufacturer contacted 

the state Medical Assistance Program and arranged to have 

the computer changed to read 85 gm as the size of the unit 

package so that pharmacists would be adequately reim- 

bursed. 

Formaldehyde Withdrawn 

Brown precipitate in a Formaldehyde Solution USP 

was the concern of an Ohio medical center pharmacist. A 

sample was collected and tested by an FDA district office 

laboratory and the potency was found to be below the USP 

limit of 37%. The manufacturer withdrew the lot from the 

market. 

Unlabeled Product Shipped 

A Florida hospital pharmacist received several boxes of 

a protein powder labeled with only the initials of the product 

and the flavor. He telephoned USP to report this possible 

labeling violation. When the film contacted him as a result 

of his report, he indicated that it would be detrimental to the 

cancer patients using the product for supplemental nutri- 

tional therapy if he were to return the boxes to the firm. For 

this reason the firm issued labels for the pharmacist to 

adhere to the boxes as a field correction. The unlabeled 

merchandise had been shipped in error from the warehouse 

and the firm took action to enlarge the area where unlabeled 

merchandise is stored in order to further segregate it from 

the labeled product. 

*This report covers some of the recalls, product improvements, and explanations 

to which the Drug Product Problem Reporting Program has contributed. The 

product and company names are omitted; and no reflection on any specific man- 

ufacturer, distributor, reporter, or product is intended or should be inferred from 

the case studies. It is hoped that these examples will indicate to the reader some 

of the problem areas where he or she may want to be alert; e.g.: package insert 

information, package designs, labeling, unusual or improper drug product ap- 
pearance. 
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Expiration Dates Made Consistent 

A new York hospital pharmacist noted that the expira- 

tion date stamped on the bottom of bottles of Mineral Oil 

was a given month and year, while the shipping case listed 

the first day of the same given month and year. He cited the 

conflict between this and the USP definition of expiration 

dating: *‘Where an expiration date is stated only in terms of 

the month and the year, it is a representation that the in- 

tended expiration date is the last day of the stated month.”’ 

The company confirmed the problem and took corrective 

actions to drop the day from the expiration date so that both 

the bottle and shipping label would carry consistent dating. 

Droppers Identified 

A pharmacist from an Ohio hospital suggested that the 

droppers supplied with two different concentrate prepa- 

rations should reflect both the name of the product and the 

strength. The concern was that the droppers might be 

mixed and cause erroneous dosage, especially in those 

institutions which prepackage the medications and provide 

the original droppers for administration. In its reply to the 

reporter, the company stated that it was in the process of 

making changes to the dropper which will take these com- 

ments and recommendations into consideration. 

Precipitate 

‘‘Snowflake-like’’ particulate matter in bottles of an 

alkalinizing solution, reported by a California hospital 

pharmacist, led to a recall of the lot. The firm reassayed its 

reserve samples and found that carboxy-methylcellulose 

was precipitating and issued a recall. 

Insert Revised 

A Poison Center pharmacist noticed that the in- 

structions in the package insert for treatment of an overdose 

of a benzodiazepine compound included advice which was 

not currently accepted treatment for CNS depressants. The 

manufacturer informed the pharmacist of their agreement 
with his comments. The review and revision of the package 
insert was undertaken by the medical affairs office at the 
firm. 
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Loose Labels 

A pharmacist in Texas reported that three cases of an 

antacid suspension did not have the labels attached. Al- 

though the labels were found in the cases, they would not 

stick to the bottles. The firm notified its warehouse to 

examine their stock and to return any bad stock. All bottles 

without labels would be relabeled by the firm. 

Unsuitable Closures 

A firm had repackaged an antibacterial product into bot- 

tles of 100 tablets with a child resistant closure; however, a 

pharmacist reported that the lids snapped open from any 

position and were opening during shipment. Aside from the 

apparent lack of child resistance, the pharmacist was con- 

cerned about the drug’s stability. The firm responded that it 

had been unaware that the bottles would not withstand 

shipment. The firm further indicated that the 100 size was 

not regularly stocked and had been packed only as an extra 

customer service. In the future, orders for 100 would prob- 

ably not be accepted or in the event of acceptance, the 

packaging would be more suitable. 

Metal Compressed 

A California hospital pharmacist telephoned USP to re- 

port pieces of metal compressed into urinary tract anti- 

infective tablets. The FDA collected samples from the hos- 

pital and made them available to the manufacturing firm for 

examination. The firm determined that the metal pieces 

may have come from the stainless steel screens used for os- 

cillation in the manufacturing process. A new step was 

added to the manufacturing directions as a future preventa- 

tive measure: the screens are to be examined for breakage 

just prior to and just after use. If any breakage is observed, 

the batch will be quarantined for further examination. 

Short Count 

After receiving complaints from patients of shortages in 

bottles of prednisone 5 mg tablets, a New York state 

pharmacist counted two bottles of 100 he had in stock and 

found 82 and 93 tablets respectively. This report was inves- 

tigated and the FDA inspection at the company revealed 

that when an electronic filling machine was used for un- 

coated tablets, the dust from the tablets interfered with the 

electronic filling eye causing it to shut off. The firm cor- 

rected this problem by using de-dusting equipment with the 

machine. 

Reaction Causes Subpotency 

A povidone-iodine aerosol spray was found to be sub- 

potent due to a chemical reaction between the iodine com- 

plex and the metal ball contained in the aerosol valve as- 

sembly. Four DPPR reports from pharmacists noting a 

white precipitate and a lighter than normal color of the solu- 

tion alerted the FDA and the firm to the problem. The firm 

recalled the lots involved. 

Legend Added 

A report from a Texas pharmacist brought it to the at- 

tention of the distributor and the FDA that the Federal 
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Legend was missing on a prescription only estrogen prod- 

uct. The firm explained that the warning panel had appa- 

rently been deleted in error by the printer when the label 

had been revised. Adhesive labels containing the required 

federal prescription legend were added to the bottles as a 

field correction by the firm. 

Pharmacist Spurs Redesign 

A pharmacist in an Indiana hospital telephoned USP 

suggesting that a box with a fold-in cover be developed for 

the packaging of antihypertensive ampuls because, in his 

opinion, the current packaging was awkward. He was 

notified by the firm that the package development and mar- 

keting departments had agreed to redesign the box and the 

new package would be available in approximately six 

months. 

Ingredients Added 

A Texas pharmacist reported that the label of Flexible 

Collodion USP did not list either as an ingredient. The FDA 

examined a label and noted that the label also lacked the 

names and quantities of other ingredients. During an in- 

spection of the firm conducted as follow-up to this report, 

the FDA determined that the firm had corrected the label 

upon receipt of this DPPR report. The names and quantities 

of all ingredients were now to be on the label. 

Warning Added 

The packaging of a 10 ml prefilled syringe of Magnesium 

Sulfate Injection, USP, 500 mg per ml did not specifically 

warn against IV administration of this concentrated drug. 

The Mississippi pharmacist filing the report noted that a 

bolus dose of the contents of the syringe would be fatal. The 

firm changed the packaging to include, ‘For IM Use Unless 

Diluted”’ after the name of the product and informed the re- 

porter that “‘this significant improvement has been insti- 

tuted as a direct result of your recent observation.”’ 

Wrong Insert 

A South Dakota pharmacist submitted a package insert 

which listed codeine phosphate as one of the ingredients in 

a plain promethazine expectorant. He noted in his report 

that this ingredient did not agree with the bottle label and 

that there should be no codeine present in this product. 

Follow-up by a district office of the FDA revealed various 

lots were released with this labeling error. The manufac- 

turer recalled the lots involved. In addition, the FDA noted 

deficiencies in the label control and handling of inserts at the 

firm and issued a regulatory letter based on these GMP de- 

ficiencies. 

Short Fill 

A New Jersey pharmacist compared two vials of sterile 

powder of Penicillin G Potassium for injection and found 

that one vial was underfilled. Following an investigation by 

the FDA the firm indicated the lot involved would be 

recalled. 
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PRESCRIPTION 
FOR PEACE OF MIND: 
You want the peace of mind that comes from 

the protection of American Druggists’ 

Insurance. It assures you of prompt, 100% 

claims settlement for fire, 

theft, liability, malpractice. We know the 

pharmacists’ problems best, because 

A.D.|. was founded by pharmacists, in 1906, 

for pharmacists. Let Mayer and 

Steinberg give you a free evaluation of your 

insurance needs. 

Your American Druggists’ Insurance Co. Representative — 

MAYER STEINBERG": 
_ General Insurance Agents and Brokers © 

600 REISTERSTOWN RD. BALTO., MD. 
(301) 484-7000 
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LOOK WHAT'S BECOME OF THE 
MORTAR AND PESTLE. 

Its where pharmacy is today. 
And tomorrow's pharmacists are 

learning about it right now. 
Change is constant in the 

pharmaceutical industry. New 
classes of drugs are being devel- 
oped. Computer technology is ex- 
panding horizons from research 
to drug synthesis to final manufac- 
ture. New precision equipment is 
helping to produce consistently 
reliable products. New marketing 
techniques are evolving. And new 
government regulations are being 
proposed which could affect the 
way pharmacy is practiced. 

These changes are taking 
place at a rapid pace—so rapid, in 
fact, that the Pharmaceutical 
Manufacturers Association has 
created a unique educational 

PHARMACEUTICAL MANUFACTURERS ASSOCIATION/1155 FIFTEENTH STREET, N.W 
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program to help 
keep pharmacy 
school faculty, 

students and prac- 
ticing pharmacists 

aware of current industry 
practices. 

THE PMA PHARMACY 

FACULTY PROGRAM. REACHING 
THE PROFESSION THROUGH 

THE PHARMACY PROFESSOR. 

Now in its fourth year, the 
PMA Pharmacy Faculty Program 
is an invitation to educators to see 
firsthand what's going on in the 
pharmaceutical industry. Parti- 
cipants in the program spend two 
weeks at the facilities of a major 
pharmaceutical firm, taking part in 
a series of daily conferences with 
its scientists and executives. Dur- 
ing this time, they get an overview 
of industry, technology, and ap- 
proaches associated with research 
and development, marketing and 

distribution, production and 
quality control. 

These faculty members can 
then bring back the knowledge 
gained to their students in the 
classroom, and to you, the practic- 
ing pharmacist, in continuing 
education programs. 

The PMA Pharmacy Faculty 
Program. It’s one of the things 
we re doing to help keep the pro- 
fession up to date on industry 
operations. 

For more information write 
to: Pharmaceutical Manufacturers 
Association, 1155 Fifteenth Street, 

N.W., Washington, D.C. 20005, 
Attention: Dr. John S. Ruggiero. 

PVN 
Contributing to pharmacy 

education. 

WASHINGTON, D.C. 20005 
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Medication Checklist to Help 

Patients Help Themselves 

A ‘“‘Personal Drug Information Checklist,’’ designed to 

help patients learn about their drug therapy, is now avail- 

able from two large health-related organizations. 

Developed by the American Red Cross (ARC) and the 

American Pharmaceutical Association (APhA), the check- 
list will be used by pharmacists and other health profes- 

sionals to explain drug therapy, while patients will use the 

list to ask questions about their drug therapy. 
Studies have shown that patient understanding and 

compliance with drug therapy increase when verbal in- 

structions are reinforced in writing. The ARC-APhA form 

recognizes this fact and enables practitioners to provide pa- 

tients with the specific information they need about their 

own drug therapy. 

The form contains a column for basic data, including the 

patient’s name and names of his or her pharmacist and 

physician. In addition to serving as an aid to consultation, 

the Personal Drug Information Checklist also provides a 

record of drug therapy for the patient who takes more than 

one medication. There is room for information on as many 

as five drugs. The drug information includes the name of the 

drug, the purpose for taking it, instructions on how it should 

be administered, possible side effects and special in- 

structions. 

The Nursing and Health Services office of ARC, work- 

ing with the APhA Academy of Pharmacy Practice Section 
on Long Term Care, assumed responsibility for adapting a 

previous APhA medication information checklist to its 

present form. 

ARC-APhA cooperation assures that both health pro- 

fessionals and the public will have ready access to the 

Checklist. Persons desiring to use the Checklist or who 

wish more information should contact their nearest Red 

Cross chapter or the APhA. 

APhA is pleased to offer the Checklist to members in a 

novel fashion — by providing camera-ready photostats 

from which practitioners can obtain precisely the number of 

checklists they desire. Photostats for the checklists are 

available for $3.00 from the APhA order desk, 2215 Consti- 

tution Avenue, N.W., Washington, DC 20037. 

PERSONAL DRUG 

INFORMATION 
CHECKLIST 
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Prescription No. 

Name of drug 

Purpose for taking 
this drug is 

Prescription can be renewed 

Take 
(Amount ) 

By See ee eee or 
(Route or Method) 

(How Often) 

(How Long) 

Circle hours the drug is to be taken. 

Physical description of the drug 

This drug should 
not be taken with 

This drug should 

be taken with 

Possible side effects 

Contact your physician or pharmacist 
if the following side effects occur 

Special instructions 
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Congratulations to 1979 University of Maryland 

Pharmacy School Graduates 

Dimitrios Apostolou 
Vahram Bedrossian 

Ruth Marie Bendler 
Joyce Lynn Bish 

Ruth Sammel Blatt 
John Earl Braaten 

Barry Michael Bress 
Cynthia Joan Brown 
Janice Ann Butler 
Judith Ann Chioli 
David Donald Christ 
James C. Christopher 
Yong Joo Chung 

James Nicholas Cianos 
Elizabeth Hedlund Corder 
Cynthia Ann Cousin 
Cheryl Lynne Cowan 
Randy Lee Crispen 
Vikas Bhalchandra Dane 
E. Ruth Danielson 
David Mark DeCillis 
Tommy Wayne Der 
Harry Gerard DeSantis 
Rajiv Ratan Dewan 
Marilyn Jean D’ Ippolito 
Stephen Lee Disharoon 
Karen Becker Disney 
Mary Jane Eckert 
Ross Steven Engel 
Evelyn Reaud Farinas 

Madeline V. Feinberg 
Dennis Eugene Ferguson 
John Philip Fink 
Gary Flax 
Ronald L. Frush 
Lisa Lynn Gillespie 
Brenda Esther Golden 
Bruce Myron Gordon 
Jefferson Jordan Gregory 
Judy Beatrice Gundel 
Douglas B. Haggerty 
Stephen Larry Handelman 
Joslyn Renee Hart 
Erkan Hassan 
Thien-Chu Bui Ho 
Julie Marie Hutchinson 

**Graduated January 1979 

Bonnie Jean Brinkman 

Ira L. Fedder 

Flenn Edward Feroli 
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PHARM. D. 

Deborah Jane King 
Suzanne Klies 

Juliana S. Lee 
Frederick Joseph Mack 
Richard Lawrence Mainzer 
Mark Mallach 

Peter Jerry Manso 

Diana Marie Martin- Yingling 
Francis Louis Marzella, Jr. 
Suzanne Rose Mayer 
Richard Allan Mills 

Yuet Lan Mok 

Kim Marie McFarlin 

Lynda Hill Oderda 
William Cooper Oghoro 
Nora Orise Olomu 
Keith Edward Patterson 
James Lee Pellenbarg 
Abraham Pelta 
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The model 
generic line 

- for the 
model state 

substitution law 

-Purepac 
No other manufacturer of generics can make compliance with the state model 

substitution law easier. Because Purepac, America’s leading manufacturer of a national 
brand of generics, offers virtually all the FDA's listed multi-source generic drugs. And 
Purepac gives you a lot more: 

¢ the ease of stocking just one major generic line 

¢ the assurance of consistent supply 

* competitive prices 

¢ a ‘quick-alert” system that lets you know of any change in a product's status 

¢ an extensive liability insurance policy 

So next time you shop generics, shop the generic company. Purepac. The model line 
for the model state substitution law. 

PUREPAC. Competitive prices and peace of mind. 

PUREPAC 
THE LEADING NATIONAL BRAND OF GENERICS 
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‘B Aome magaryned, faprtner books 

pik ne bath I dée eth. 
ea : a canoes ee ef 5 

That’s the prescription you can fill again and again for your customers if you have a fully 
stocked magazine department. 

so en I Mit amen she 

Reading is a tonic for everyone. SELLING the reading material is our specialty. And it 
should be yours because turnover is the name of your game and nothing you sell turns over 
faster or more profitably than periodicals. 

If you’re not now offering periodicals to your customers, you should be. Just ask us how 
profitable it can be. 

And if you do have a magazine department, chances are your operation has outgrown it 
and it should be expanded. 

Think big. The great majority of our customers did more business with us in 1977 than in 1976. 

Get on the bandwagon. Call Phil Appel today at: 

The Maryland News Distributing Co. 
(301) 233-4545 

THE MARYLAND PHARMACIST 



The Uniform Cost Accounting System is 
the most powerful management resource 
ever developed for pharmacy. 

That’s no idle boast. 
The 35 individual user manuals in UCAS 

—each devoted to a specific aspect of man- 
agement—provide the pharmacy manager 
with innovative, comprehensive, flexible 
and uniform methods to capture each 
economic event in the pharmacy—in the 
precise amount of detail desired by the 
pharmacy manager. 
Most important, UCAS focuses on the 

prescription operating department and 
yields down-to-the-penny data on the phar- 
macy’s cost to dispense prescriptions and 
provide pharmaceutical service. Just as im- 
portant, UCAS will tell pharmacy managers 
if and to what extent other operations are 
subsidizing pharmaceutical service. UCAS 
won’t make decisions for you, but the 
system makes clear when you need to take 
decisive management action. 
UNRAVEL COSTS AND SURVIVE. if 

that sounds like a good prescription for 
your pharmacy, UCAS is just the medicine 
you need. 

The UCAS System 
Overview provides 

the pharmacy manager 
with an in-depth 

preparation for 
using the 

Uniform Cost 
Accounting System. 

e Isolates prescription operating 
department costs down-to-the- 
penny. 

e Enables you to utilize what you 
pay your accountant for— 
“‘clinical,’’ client-oriented ac- 
counting. 

e Presents you with uniform, in- 
disputable data on the cost of 
providing pharmaceutical ser- 
vice. 

[1] Payment enclosed. 

BankAmericard (VISA) Number 

Master Charge Card Number 

Issuing Bank No. 

NAME 

ADDRESS 

CERN: 

APhA Order Desk 

Washington, D.C. 20037 

UCAS-1 

Please send your order to the: 

2215 Constitution Avenue, N.W. 

The Uniform Cost Accounting System for 
Pharmacy is the most expensively produced 
publication ever offered to pharmacists by 
the American Pharmaceutical Association. 
The handsome three-ring binder has been 
manufactured with especially durable ma- 
terials. Elliptical rings and locking boosters 
also provide security and special treatment 
for each user manual, while individually 
designed and coded tab dividers enable you 
to find any of the system’s 600-plus pages 
with a flick of the wrist. Most important, of 
course, is the quality of information you'll 
find in UCAS. APhA Pharmacy Manage- 
ment Institute director Bruce A. Siecker, 
one of this country’s top pharmacy manage- 
ment experts, has written UCAS so that 
pharmacists can both understand and im- 
plement the system. UCAS is an accounting 
system written for pharmacists. Given what 
it can do for your pharmacy, UCAS is a 
bargain at any price. 

What UCAS 
can do for You! 

e Reveals all tax-deductible ex- 
penses in your pharmacy. 

e Permits you to make manage- 

ment decisions based on the 
best possible data and sets of 
alternatives. 

e Best of all, UCAS is self- 
sustaining. Once you have the 
system in place, it does its job 
for you each and every business 
day. 

Yes! Please rush me the Uniform Cost Accounting System for Pharmacy 

via the United Parcel Service. (Please allow 3-5 weeks for delivery.) 

Regular UCAS price $150; Special Introductory Price: $125; $100 for APhA members. 
To obtain the APhA member rate, attach a mailing label from American Pharmacy, 
APhA Weekly or another APhA publication to this order. 

I wish to purchase UCAS in the following manner: 

(_] Please bill me. [_] Check here if APhA member. 

Exp. Date = ees 

PXDa ate eee 

STATE 



Australians Visit MPhA Office 

Photo courtesy Paramount Photo Service 

Robert Davies and Keith Craver 
from the Pharmacy Guild of Australia 
visited the Association’s office to dis- 
cuss the M.Ph.A.’s efforts in the area 
of third party prescription drug pro- 
grams. In Australia, the government 

negotiates with the Guild for 

reimbursement under the national 
program. They were most interested 

in the recent Myers and Stauffer sur- 

vey on dispensing a medicaid 

prescription in Maryland. 

Two new firsts from District Photo! 

POST Av PHOT 
Turns snapshots into personalized picture postcards and greet- > 
ing cards. Encourages customers to order extra prints — those 
to mail, those to keep. 

PLUS FOTO-DATE Puts the date on the back of each 
print, to tell the month and the year it was devel- 
oped. A handy record your customers appreciate. FOTO DATE: AUG., 1975 

Both at no extra cost to you or your customers! 

Both designed to build your photo-finishing profits! 

You get both of these tremendous profit-boost- 
ing features FREE when you’re a District Photo 
Dealer. We’re the company that’s first with the 
best new developments in photo-finishing — 
Big Shot Borderless Photoprints, Bonus Photo, 
Silk-Finish, and One-Day Service. 

We believe in firsts, because they keep you first 

in sales. Sat 
Call us. In D.C., 937-5300. In Baltimore, 792-7740. 

DISTRICT PHOTO ING 
10619 BALTIMORE AVENUE, BELTSVILLE, MARYLAND 20705 
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LETTERS 

Mr. David W. Banta 
Executive Director 

Maryland Pharmaceutical Association 
650 West Lombard Street 

Baltimore, Maryland 21201 

Dear Mr. Banta: 

Abbott Laboratories is pleased to announce the availability 

of the Emergency Health Care Series, an extension of our 
ongoing Continuing Education Program for retail and hos- 
pital pharmacists. 

This program was developed by The Massachusetts Col- 
lege of Pharmacy and consists of two booklets, each con- 
taining two articles on various aspects of Emergency 

Health Care. A self-assessment quiz is enclosed with each 

article. Continuing Education credit has been applied for in 
the 19 states that currently require mandatory continuing 
education for relicensure. 

The Emergency Health Care Series is being distributed on a 

bi-monthly basis through our Professional Medical Repre- 
sentatives primarily in those states that require mandatory 
continuing education for pharmacy relicensure. Since your 

state does not require mandatory continuing education, 
copies of the Emergency Health Care Series can be re- 
quested by writing: 

Mr. David W. Kruger, Manager 

Trade Relations, D-355 
Abbott Laboratories 
North Chicago, IL 60064 

We sincerely appreciate your effort in notifying the 

pharmacists in your state of the availability of this exciting 
new Continuing Education Program. 

Sincerely, 

David W. Kruger 

Dear Dave: 

Please distribute the following memo to your 

members and the local Pharmaceutical Associations. 

The Board of Pharmacy has expressed its concern 

with the similarity in appearance between tablets of 

Lasix 40 mgm and Lanonxin 0.25 mgm. Since these 

two drugs are often prescribed together we would like 

to alert all pharmacists to advise patients when receiv- 

ing both medications to avoid error by not combining 

these two drugs in one container. The possibility of 

doubling the dose on one drug while eliminating the 

other could present a very real and serious problem to 

the patient. Please remember it is your professional 

obligation to assure that the patient properly uses 

his/her medication. 

Sincerely, 

Paul Freiman, Secretary 

Maryland Board of Pharmacy 

JUNE, 1979 

Dear Dave: 

The subject of our last Industrial Relations Committee 
meeting dealt with the availability of NDA’s and ANDA’s 

for products currently being distributed in the State of 
Maryland. I would like to offer the following as an editorial 
which I hope you would consider printing in a future issue 

of the Maryland Pharmacist. The content would be as fol- 
lows: 

Picture this situation. Your pharmacy tech who has 

been working for you for years announces that he is 

Opening up a pharmacy across the street from you. 
Naturally you would cry ‘‘foul,’’ because he does not 

have the training or the state and federal licenses to 

practice pharmacy, yet he leaves and opens his phar- 
macy. You would probably pursue every legal means 

to close him down and would think poorly of people 

who left you for him. Because he has had no license 
fees to pay or education to pay for, he could conceiv- 
ably charge less than you currently charge for the 
same product. 

I can empathize with your indignation and applaud 
your outrage because my industry is going through 
just such a struggle. We are faced wit companies 

who produce products which are not licensed with 
the FDA and have no NDA or ANDA registration. If 
you relate our industry to your pharmacy and the un- 

licensed product to a pharmacy tech’s store, the anal- 

ogy becomes clear. You can appreciate our indigna- 
tion at the support for this concept given by some 
pharmacists when they buy these unlicensed prod- 
ucts. 

The practice of pharmacy has always been based on 

the assurance by the pharmacist that his/her patients 

are receiving only the finest quality products to cure 
the particular need. The step away from this assur- 

ance becomes another step toward government re- 
straints concerning the products that can be dis- 
pensed by pharmacists. This could lead toward all 
types of ramifications, none of which would add to the 

desired assurances of the product dispensed. 

There is a way to prevent the quality assurance lag. 
Insist on seeing the NDA or ANDA for all products 

that you buy. (Not the NDC). The fact that a company 

has an NDA or an ANDA will at least give you the as- 
surance that it has been registered with the Federal 

Government and that the company has registered its 
manufacturing procedures which will meet the estab- 
lished government standards. 

The reputation of pharmacy has been built over years 

and years of dedicated service in dispensing of quality 
products. I feel that the least you should demand of 

your suppliers is that they allow you to dispense these 

high quality products in the future. Demand nothing 
less than a registered and proven product which 

would be good enough for your patients or your fam- 
ily. 

Dave, I think this expresses my personal opinion about the 
current NDA or ANDA registration of products dispensed 

in Maryland. | hope you would consider putting this in your 
publication. 

Yours very truly, Alexander B. Credle, Jr. 
District Sales Manager 
102 S. Fox Road 
Sterling, VA 22170 



With more than 10 million chlordiazepoxide HCl scripts per year... 

Why do the overwhelming 
majority of physicians 

speciry Librium? 
Chlordiazepoxide HED 

3g Proven performance within a wide 
safety margin 

oc Documented experience inactual 
clinical use 

ols used concomitantly with 
primary medications, such as 
anticholinergics and 
cardiovascular drugs. 

The discovery of Librium by Hoffmann- 

La Roche represented a landmark 
in psychotherapeutics. Today, the 

confidence in Librium expressed by 
the medical community is based firmly 

on experience and a well documented 
clinical record. This is why the over- 
whelming majority of physicians con- 
tinue to specify Librium when they 
prescribe chiordiazepoxide HCl. 



Why do the overwhelming 
-majority of pharmacists 

dispense Librium ? 
Chlordiazeooxide HC) 

o Proven antianxiety performance; 
unsurpassed safety record 

o Faster turnover with the most 
widely prescribed brand 

4 Liberal Roche return goods policy 

o Product liability protection program 

when the professional choice is yours 

Chiordlazepoxiae FICI/Foche 

5nglOMGZD5ING CG0SUIPS 

Please see next page for 
summary of product information. 



Library 232° 
CHlordlazeoax1ae (Papjeesr: 
Please consult complete product information, a summary of 
which follows: 

Indications: Relief of anxiety and tension occurring alone or 
accompanying various disease states. Efficacy beyond four 

months not established by systematic clinical studies. Periodic 

reassessment of therapy recommended 

Contraindications: Patients with known hypersensitivity to the 
drug 

Warnings: Warn patients that mental and/or physical abilities 

required for tasks such as driving or operating machinery may 

be impaired, as may be mental alertness in children, and that 
concomitant use with alcohol or CNS depressants may have an 

additive effect. Though physical and psychological dependence 
have rarely been reported on recommended doses, use caution 

in administering to addiction-prone individuals or those who 
might increase dosage; withdrawal symptoms (including convul- 

sions), following discontinuation of the drug and similar to those 
seen with barbiturates, have been reported. 

Usage in Pregnancy: Use of minor tranquilizers during 
first trimester should almost always be avoided be- 
cause of increased risk of congenital malformations 
as suggested in several studies. Consider possibility 
of pregnancy when instituting therapy; advise patients 
to discuss therapy if they intend to or do become 
pregnant. 

Precautions: |n the elderly and debilitated, and in children over 

Six, limit to smallest effective dosage (initially 10 mg or less per 

day) to preclude ataxia or oversedation, increasing gradually as 
needed and tolerated. Not recommended in children under six 
Though generally not recommended, if combination therapy with 

other psychotropics seems indicated, carefully consider indi- 

vidual pharmacologic effects, particularly in use of potentiating 

drugs such as MAO inhibitors and phenothiazines. Observe 

usual precautions in presence of impaired renal or hepatic func- 

tion. Paradoxical reactions (e.g., excitement, stimulation and 

acute rage) have been reported in psychiatric patients and 
hyperactive aggressive children. Employ usual precautions in 

treatment of anxiety states with evidence of impending depres- 

sion, suicidal tendencies may be present and protective mea- 

sures necessary. Variable effects on blood coagulation have 
been reported very rarely in patients receiving the drug and oral 

anticoagulants; Causal relationship has not been established 
clinically 

Adverse Reactions: Drowsiness, ataxia and confusion may oc- 
cur, especially in the elderly and debilitated. These are revers- 
ble in most instances by proper dosage adjustment, but are 
also occasionally observed at the lower dosage ranges. In a few 
nstances syncope has been reported. Also encountered are iso- 

ated instances of skin eruptions, edema, minor menstrual ir- 
regularities, nausea and constipation, extrapyramidal symptoms, 
ncreased and decreased libido—all infrequent and generally 

controlled with dosage reduction; changes in EEG patterns 
low-voltage fast activity) may appear during and after treat- 
ment, blood dyscrasias (including agranulocytosis), Jaundice 

and hepatic dysfunction have been reported occasionally, mak- 
Ng periodic blood counts and liver function tests advisable dur- 
INQ protracted therapy 

Usual Daily Dosage: Individualize for maximum beneficial ef- 
fects. Oral-Adults: Mild and moderate anxiety and tension, 5 or 
10 mg tid. or qi.d.; severe states, 20 or 25 MG sk TOMO Cl 
Geriatric patients: 5 mg b.i.d. to q.i.d. (See Precautions.) 

a ep eeS Librium® (chlordiazepoxide HCl) Capsules, 5 mg, 10 
ng and 25 mg—bottles of 100 and 500; Tel-E-Dose* packages 
of 100, available in trays of 4 reverse-numbered boxes of 25, 
and in boxes containing 10 strips of 10; Prescription Paks of 50, 
avaitable singly and in trays of 10. Libritabs® (chlordiazepoxide) 

lets, Smg, 10 mg and 25 mg—bottles of 100 and 500. With 
re Bacar to Clinical activity, capsules and tablets are indistin- 
guishable 

Roche Products Inc 

Manati, Puerto Rico 00701 
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WILL PREPARATION AND 

ESTATE PLANNING 

FOR ALUMNI AND FRIENDS OF 

THE UNIVERSITY OF MARYLAND 

AT BALTIMORE 

A bequest provision or the establishment of a deferred 

gift for any of its components may earn special recognition 

from the University during the alumni or friend-benefac- 

tor’s lifetime. 

With a $30,000-or-more bequest or deferred gift, the 
donor becomes part of the University forever. This planned 

giving leads to the same permanent acknowledgement as an 

outright gift of $10,000 ina lump sum or a pledge of $1,000 a 
year for ten years. 

The University of Maryland system provides perpetual 

recognition through its Presidents Club. At the Baltimore 

City Campus the gift is acknowledged similarly by the Den- 

tal School, School of Law, School of Medicine, School of 

Nursing, School of Pharmacy, School of Social Work & 

Community Planning and University Hospital. 

Alumni and friends of the Baltimore City Campus of the 

University may obtain Presidents Club and other recogni- 

tion for their bequest provision or establishment of a de- 

ferred gift by contacting the Office of Development and 

Planning, University of Maryland at Baltimore, 14-021, 

Howard Hall Tower, Baltimore, Maryland 21201. (301) 

528-7398. 

calendar elt 

June 20 — Balto. Veteran Druggists, Annual 
Crabfeast, Rodowskas’s shore 

June 22-24 MSHP Seminar — Hershey, Pa. 
June 24-28 — MPhA CONVENTION — 

TAMIMENT, Pennsylvania 

July 30/Aug. 14 — MPhA TRIP TO AUS- 
TRIA, GERMANY & SWITZERLAND. 
CALL OFFICE FOR LAST MINUTE 
RESERVATIONS. 

Sept. 11 — Alumni Assn C.E. Program — 
Ethics in Pharmacy 

Oct. 15-18 — NARD Convention — Las 
Vegas, Nevada 

Nov. 4 — Alumni Association Oyster Roast, 
Overlea Hall 

THE MARYLAND PHARMACIST 



Classified Ads 

Classified ads are a complimentary 
service for members. 

(send replies addressed: ad no. , M.Ph.A., 

650 West Lombard St., Baltimore, Md. 21201) 

Available From MPhA Office 

Available free to members, notification form to be given to 

patient under drug product selection law. Call Sharon (301) 
727-0746. 

— WANTED — 

Registered Pharmacists 

Due to recent expansion the Rite Aid Corporation 

has full-time positions available in the general 

Baltimore-Annapolis area. 

We offer — 

Competitive Salaries 

Co. Paid Blue Cross-Blue Shield 

Major Medical 

Life Insurance 

Individual Retirement Acct. 

Paid Vacations 

Paid Holidays 

Disability Ins. 

Advancement into Management Level 

Positions 

For information please contact Jim Kirkwood R.Ph. Di- 

rector of Professional Placement at 301-825-8355 (out of 
town call collect) or send resume to: 

Jim Kirkwood 
3110 Quail Hill Dr. 
Midlothian, Va. 23113 
804-744-2924 

— Part-Time Positions Also Available — 

JUNE, 1979 

WANTED 

Pharmacist full or part time with managerial experience. Pre- 

fer someone located in the Anne Arundel County Area. Con- 

tact Mr. Nathan Schwartz, South River Pharmacy. 269-0212 

SITUATION WANTED 

| am interested in obtaining a position as a registered 

pharmacist ina community pharmacy in the Baltimore area. | 

will be registered in July 1979 and! am available for training be- 
fore that date. 

| have four years of community pharmacy experience as 

well as four months as an extern in the field of community 
practice. | will furnish a resume upon request. 

Ruth S. Blatt 
358-8105 

Part time 15-20 hours per week. Prefer Randallstown section. 

Max Levin (655-6974) 

French Speaking Pharmacist for duty in lesser developed 

countries; long and short term assigns.; knowledge of drug 
procurement and pharmacy logistics essential; contact 202- 
686-5100. 

Ss 

7 tom 

af 



A Boost for you... 
A Bonus for your Patrons 
A completely new series of TV spot announcements 
on pharmacy, designed to help the public recognize ° 
and utilize your professional services so that they 
will understand and use medicines more effectively — 
a boost for you and a bonus for them! 

Developed by Eli Lilly and Company, the series will 

soon be available for showing on local stations and 
will continue the impact of those now being televised 
throughout the country under the sponsorship of 
state pharmacy associations. For more information, 
contact your state association office. 

No wonder nearly five generations 

of pharmacists have depended on 

fi Eli Lilly and Company 
“ey \\ ianapolisaindiaranesoe 

Dista Products Company 
Division of Eli Lilly and Company 

900254 Indianapolis, Indiana 46206 



THE 
MARYLAND 
PHARMACIST 
Official Journal of 
The Maryland 
Pharmaceutical 

Association 

JULY, 1979 
MILES 
NO. 7 



THE MARYLAND PHARMACIST 

650 WEST LOMBARD STREET 
BALTIMORE MARYLAND 21201 
TELEPHONE 301/727-0746 

JULY 1979 VOL. 55 

CONTENTS 

oS) President’s Message 

NO. 7 

Ronald A. Lubman, MPhA President 

4 Prazepam 

—E. Robert Feroli, Pharm.D. 

8 Consumer Attitudes about Pharmacists 

and their services 

26 Prevailing MAC limits 

29 Picture page 

DEPARTMENTS 

6 Calendar 

31 Classified Ads 

24 Letters to the Editor 

—Jack M. Newcomb, R.Ph. 

ADVERTISERS 

22 District Photo 28 

17 The Drug House 14 

30 Geigy 12 

23 Lederle 16 

21 ‘Eli Lilly and Company 27 

11 Loewy Drug Company i 

32. Maryland News Distributing 

Mayer and Steinberg 

Paramount Photo Service 

Pfizer 

PMA 

A. H. Robins 

Upjohn 

SO SER SS EM LT Pa RR Se SR eR IA ca SEL NR RSI SIS IS NE DS IE EET 

Change of address may be made by sending old address (as it appears on your journal) and new address 
with zip code number. Allow four weeks for changeover. APh A members — please include APh A number. 

The Maryland Pharmacist (ISSN 0025-4347) is published monthly by the Maryland Pharmaceutical Associa- 
tion, 650 West Lombard Street, Baltimore, Maryland 21201. Annual Subscription — United States and foreign, 

$10 a year; single copies, $1.50. Members of the Maryland Pharmaceutical Association receive The Maryland 

Pharmacist each month as part of their annual membership dues. Entered as second class matter December 10, 
1925, at the Post Office at Baltimore, Maryland under the Act of March 8, 1879. 

Sa’ 

DAVID A. BANTA, Editor 

SHARON SPIES, Assistant Editor 

ABRIAN BLOOM, Photographer 

OFFICERS & BOARD OF TRUSTEES 
1979/80 

Honorary President 
JOSEPH S. KAUFMAN — Baltimore 

President 
RONALD A. LUBMAN — Baltimore 

Vice President 

SAMUEL LICHTER — Randallstown 

Treasurer 

MELVIN RUBIN — Baltimore 

Executive Director Emeritus 
NATHAN GRUZ — Baltimore 

Executive Director 

DAVID A. BANTA — Baltimore 

TRUSTEES 

STANLEY J. YAFFE — Chairman 
Odenton 

LEONARD J. DeMINO (1982) 
Wheaton 

IRVIN KAMENETZ (1982) 
Baltimore 

WILLIAM C. HILL (1981) 
Easton 

NICHOLAS LYKOS (1981) 
Timonium 

BONNIE LEVIN (1980) 
Baltimore 

EDWARD SEARS (1980) 
Kingsville 

AUDREY HODGES, SAPhA (1980) 
Bethesda 

EX-OFFICIO MEMBERS 

WILLIAM J. KINNARD, JR. — Baltimore 

PAUL FREIMAN — Baltimore 

HOUSE OF DELEGATES 

Speaker 
PHILIP H. COGAN — Laurel 

Vice Speaker 
MARVIN FRIEDMAN — Baltimore 

Secretary 
DAVID A. BANTA — Baltimore 

MARYLAND BOARD OF PHARMACY 

Honorary President 
I. EARL KERPELMAN — Salisbury 

President 
BERNARD B. LACHMAN, R.Ph. — 

Pikesville 

ESTELLE G. COHEN, M.S. — Baltimore 

LEONARD J. DeMINO, R.Ph. — Wheaton 

RALPH TZ OUAREES] SRR: cha 
Baltimore 

ROBERT E. SNYDER, R.Ph. — Baltimore 

ANTHONY G. PADUSSIS — Timonium 

Secretary 
PAUL FREIMAN — Baltimore 

THE MARYLAND PHARMACIST 



SS... 

——— 

JULY, 1979 

President's Message 

The visibility of the Pharmacist as a health care professional will yet 

determine the outcome of many of the struggles we will endure in the im- 

mediate future. I believe that Pharmacists must participate in local gov- 

ernment and civic affairs. This grass roots involvement will help identify 

the pharmacist as a powerful and beneficial force within our society. Not 

only will we assist those who can benefit from our expertise, but we will 

also be building a rapport with government and civic leaders. Through this 

involvement we can overcome many of our current problems and help to 

prevent the emergence of new ones. 

As anexample, I was especially pleased to see how many of our col- 

leagues became involved in the recent crisis with Baltimore City and the 

Blue Cross and Blue Shield contract. Also, recently we have developed 

excellent cooperation with the chain interests in Maryland. When there 

have been issues confronting pharmacy, chains and independents have re- 

sponded on an emergency basis. This kind of involvement and visibility 

can only help others realize that we are strong. 

In this same spirit, we must continue to battle against those forces 

that threaten our very economic survival. Each Pharmacist must make a 

decision in the area of third party programs. We must not be forced out of 

business because of low dispensing fees and excessive paperwork. We 

have a right to practice our profession, serve the public health and at the 

same time, make a fair living. Ultimately, our very survival rests on our 

public visibility and ability to cooperate with one another. 

ne brn 
RONALD LUBMAN 



by 

E. Robert Feroli, Pharm.D. 
Drug Information Pharmacist 
The Johns Hopkins Hospital 

Benzodiazepines are among the most widely prescribed 

drugs in the United States today. This is largely attributable 

to their efficacy in the treatment of anxiety and insomnia 

and also to their wide therapeutic index making them rela- 

tively safe drugs to use. This situation has resulted in the 

introduction into the market of many benzodiazepine 

derivatives which all claim to offer some special advantage 

over the others. It is important, therefore, to critically look 

at what is actually known about the difference between 

these drugs. In this review, prazepam (Verstran®, 

Warner-Chilcott) will be compared with other benzodiaze- 

pines in an attempt to find clinically significant differences. 
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PRAZEPAM KINETICS 

Most published pharmacokinetics studies of prazepam 

are from the Warner-Lambert Research Institute. 

In the first study, published in 1970,! 25mg. of C'4 

labeled prazepam was administered to 5 healthy volun- 

teers. Radioactivity in the blood was measured and found to 

increase slowly, reaching a peak at six hours. Using chemi- 

cal extraction techniques and thin layer chromatography, 

three metabolites, 3-hydroxyprazepam, oxazepam 

glucuronide, and desalkylprazepam (same as desmethyl- 

diazepam), were identified in the urine as well as several 

unknown metabolic fractions. 

From this data the following *‘unique’’ metabolic path- 

way was proposed: 

v Ny 
CHo CH 

| | 
NSE 

N NS a: — > Clucuronids 
cle ae Cee Cl C =n 2 pi 

1 

NH-—CO NH-CO cue ae > CHOH —e Clucuronide 

cl C=N~ cI C=N 

Descalkylprarepam Oxazsepam 

In 1971, the above study was rewritten and published in 

another journal.” Later in another study, 10mg. of C!# 

labeled prazepam was administered before and after a7 day 

course of prazepam 10mg. T.I.D. These results were pub- 

lished in 1973 and the conclusions were similar to the ear- 

lier study. In a fourth study,* the procedure just described 

was used to determine the half-life of total radioactivity 
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when 10mg. of C!*# labeled prazepam was administered 
after the seventh day of prazepam therapy. This half-life 

was found to be 70 hrs. (range 45-105 hrs.). 

In a recent preliminary report, Greenblatt and Shader’ 

presented data to contradict the metabolic pathway pro- 

posed for prazepam. Twenty milligrams of prazepam was 

administered to fasting volunteers and blood samples were 

drawn to detect metabolites using electron-capture gas- 

liquid chromatography. Results were similar in all volun- 

teers: in contrast to the previous studies, neither 3-hy- 

droxyprazepam nor oxazepam were detected. Desmethyl- 

diazepam (desalkylprazepam), however, was found to in- 

crease slowly reaching a peak at 6-9 hrs. then falling gradu- 

ally over 7 days, which is consistent with the long half-life 

reported elsewhere for this compound (50-99 hrs.). ® 1%! 
Desmethyldiazepam, proposed by Greenblatt to be the 

major active metabolite of prazepam, is also a major meta- 

bolite of clorazepate and diazepam and a minor metabolite 

of chlordiazepoxide. 

other 

chlordiazepoxide ———>) desmethylchlordiazepoxide —~> metabolites 

° 

eee Oe 
metabolites 

Prazepam 

cloreze Date ———— desmethyldiazepam <————————_ demoxepam 

——_—_—_—__> n-methyloxazepam —————> oxazepam ——> glucuronide 

ADAPTED FROM: 

diazepam 

Tyrer P.: The Benzodiazepine Bonanza. Lancet 

2:709-710, 1974. 

CONCLUSION 
|. Prazepam is absorbed slowly and peak metabolite levels 

are found about 6 hours after oral administration. 

_ The metabolic fate is not clear at this time, however, it 

appears to be metabolized primarily to desmethyldiaze- 

pam. 

to 

CLINICAL STUDIES 

Comparison of prazepam with other benzodiazepines iS 

limited. 
1. Shaffer? et. al. studied postwithdrawal anxiety in alco- 

holics. They found that 40-80mg./day of prazepam was 

more effective than placebo but less effective than 50- 

125mg./day of chlordiazepoxide. Both drugs were given 

ona T.I.D. schedule. 

2. Inthe treatment of anxiety in outpatients, Dunlop*® mea- 

sured clinical response to prazepam, chlordiazepoxide, 

and placebo. Clinical response was evaluated using 12 

target symptoms, for example, anxious mood, intellec- 

tual capacity. respiratory symptoms, tension, etc. There 

was no significant difference between prazepam and 

chlordiazepoxide, and both were significantly better 

than placebo. At the conclusion of the study an appraisal 

of overall clinical response was rated on a four point 

scale: excellent, good, fair, or no change. There was a 

significantly higher frequency of good to excellent re- 

sponses for prazepam (96%) than for chlordiazepoxide 

(65%) or placebo (19%). However, criteria for this four 

point scale were not provided, making it difficult for the 

reader to evaluate the clinical significance of these find- 

ings. 

SRE By ae ee 

tod Kingston, et. al.® also studied anxious outpatients and 
found no significant difference between prazepam and 

chlordiazepoxide. 

Silver, et. al.!° conducted a four week, double-blind, 

placebo-controlled study of prazepam and chlordiaze- 

poxide on thirty psychoneurotic outpatients. The results 

seem to indicate that in over-all effectiveness, the chlor- 

diazepoxide group showed improvement after two 

weeks, while over-all improvement with prazepam oc- 

curred only after four weeks. Among the individual 

symptoms (somatic, anxiety, and autonomic reactions), 

significant improvement occurred only in the praze- 

pam-treated group. The only side effect reported was 

impotence associated with increased assertiveness in 

two male patients treated with prazepam. 

CONCLUSION 
Clinical superiority of prazepam over other benzo- 

diazepines (specifically chlordiazepoxide) has not been 

clearly demonstrated. 

ONCE DAILY DOSING 

Prazepam has been shown to be effective in the 

treatment of anxiety when given as a single bedtime"! 

dose and the long half-life of its active metabolite, de- 

salkylprazepam (alias desmethyldiazepam), is in keep- 

ing with this finding. 

The fact that prazepam has a long duration of action 

attributable to its active metabolite, however, is cer- 

tainly not a unique feature. Desmethyldiazepam is also 

the major metabolite of diazepam and clorazepate. 

Chlordiazepoxide is metabolized to desmethyldiazepam 

(minor metabolite) and also to demoxepam (t’2 = 37 

hrs.) and desoxydemoxepam (t”2 = 44 hrs.)'! both of 

which are active. 

DISCUSSION 

Studies showing clinical efficacy of once daily dosing 

have only been published for prazepam: however, since 

diazepam, chlordiazepoxide and clorazepate also have 

active metabolites with half-lives greater than 24 hours, 

it seems likely that these compounds would also be effi- 

cacious if given once daily. 

The sedation resulting from a relatively large single 

daily dose might be less for prazepam due to its slower 

rate of absorption when compared with diazepam and 

chlordiazepoxide. 

TIME TO REACH PEAK 
LEVELS AFTER PO DOSE 

PRAZEPAM | 6 hrs.1:° 

CHLORDIAZEPOXIDE 1 ar:14 

DIAZEPAM 1 hr. 

Giving the daily dose at bedtime, however. would 

be expected to nullify this potential difference. 

In summary, the relatively new benzodiazepine, 

prazepam, has not been shown to offer any unique ad- 

vantages to the clinicians’ benzodiazepine armamen- 

tarium. 
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July 30/Aug. 14 — MPhA TRIP TO AUS- 
TRIA, GERMANY & SWITZERLAND. 
CALL OFFICE FOR LAST MINUTE 
RESERVATIONS. 

Aug. 19 — Upper Bay Crab Feast 
Sept. 11 — Alumni Assn C.E. Program — 

Ethics in Pharmacy 
Oct. 15-18 — NARD Convention — Las 

Vegas, Nevada 
Nov. 4 — Alumni Association Oyster Roast, 

Overlea Hall 

The Joint Practices Committee 
The Evolution of a Concept 

Optimal health care and effective health planning require inter- 
action and cooperative efforts between all health care providers. 
The reorganization in 1976 of the Joint Practices Committee is the 
latest in a series of endeavors of the Medical and Chirurgical Faculty 
to Open avenues of communication between all allied professions. 
The restructuring allows representatives of all health and social pro- 
fessions to serve on the Committee and consider areas of mutuality 
of practice in the provision of quality health care. It is our view that 
the Committee provides a forum to discuss areas of mutual concem, 
to consider problems common to health and social professions, and 
to work toward satisfactory solutions of these problems. To our 
knowledge, it is the first time representatives of all health and social 
fields have served together as a united group to pursue a common 
goal of providing quality health care. 

The following individuals are currently serving on the Commit- 
tee representing the health and social professions indicated: 

SOCIAL WORKERS 

Jean Dockhorn 

Mary Demory 
SPEECH PATHOLOGISTS 

AND AUDIOLOGISTS - 

Roger Walters 

PSYCHOLOGISTS 
Dr. Julian Abrams 

Dr. Lawrence Donner 

DENTISTS 

Dr. Willard Parson 

Dr. Stanley W. McGhee 

PODIATRISTS 
Dr. Neil M. Scheffler 

Larry I. Shane 

OPTOMETRISTS 

Marvin L. Getz 

PHYSICIANS 

Robert Spicer, M.D. 

Elliott R. Fishel, M.D. 

REGISTERED NURSES 
Mary McCann Spicer, Chairperson 
Glenda Roberts 

LICENSED PRACTICAL NURSES 
Georgia J. Payne 

Gladys E. Peevy 

PHYSICIAN ASSISTANTS 

Katherine D. Kaminski 

Richard Rohrs 

OCCUPATIONAL THERAPISTS 
Diane Maslen 

E. H. Pepmeier 

PHYSICAL THERAPISTS 

Ernest A. Burch, Jr. 

James A. Barnhart 

DENTAL HYGIENISTS 

Mary Lou Everett 

Linda Rubinstein 

PHARMACISTS 

Robert Snyder 
Paul Freiman 

NUTRITIONISTS 
Carol Loomis 

Jean Smith 

During the last few years, the Committee’s activities have in- 
volved: I) discussion of the administration of physical therapy by 
health professionals other than physical therapists when prohibited 
by law, and the growing need to clearly define areas of practice 
among the various professional fields, 2) the problems resulting 
from the use of multi-prescription blanks by physicians, 3) the 
Committee was instrumental in establishing a mechanism to provide 
emergency pharmaceutical services for the general public following 
the discontinuation of 24-hour pharmaceutical services in the Balti- 
more area, 4) the Committee reviewed and accepted the Maryland 
Hospital Association’s ‘Guidelines for the Utilization of Physician's 
Assistants in Hospitals,” 5) at the request of the Maryland Health 
Planning Agency, reviewed and accepted a position paper concern- 
ing a study on nursing manpower in Maryland, submitted by the 
Health Manpower Committee in response to recommendations of 
the Maryland Commission for Nursing, and 6) guests have been in- 
vited to attend meetings to express their concerns which relate to 
areas of practice within the health and social professions. 

The Committee is most willing to consider and respond to 
correspondence from individuals and/or Boards concerning matters 
Specific to their areas of responsibility, and can be contacted at the 
Faculty office, 1211 Cathedral Street, Baltimore, Md. 21201. or by 
calling the Faculty office, 301-539-0872. 

We invite you to call upon us. 
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Monte Cohon and Ray Townsend, Pharm. D.'s, operate our Drug Information 

and Clinical Pharmacy Section of the Medical Bioavailability Unit. 

Their job is to give you, your hospital colleagues, and physicians straight an- 

swers on the bioavailability, pharmacokinetics, drug interactions, dilution, compatibility and 

stability of any Upjohn drug. In a hurry, if you need it. They're our, and your answer men. 

As pharmacists their great satisfaction is in helping you and the physician make 

the right decisions for optimal patient care. They and 374 other pharmacists Upjohn | 

at Upjohn share our common pride at being part of the health care team. 

PRESENTING 
MONTE AND RAY, 
THE ANSWER MEN. 

© 1979. The Upjohn Company, Kalamazoo, Michigan 49001 
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Consumer Attitudes About Pharmacists 

and Their Services 

by 
Jack M. Newcomb, R.Ph. 

Manager, Pharmacy and Trade Relations 
The Upjohn Company 

Presented 

to the 

National Council of State Pharmaceutical Association Executives 

Today I would like to share with you the results of a 

national survey of customer attitudes about pharmacists 

and their services. In 1976 Upjohn sponsored the baseline 

national survey; now we have the opportunity to compare 

what customers thought in our bicentennial year with cur- 

rent opinions and impressions. 

At the outset I want to issue a mild caveat: interpreting 

surveys can be a tricky, and highly biased undertaking. The 

problem of interpreting data reminds me of a friend who 

came home from a doctor’s appointment and informed her 

husband that the doctor had told her that it was essential for 

her to go to Miami Beach, Aspen and buy herself a mink 

coat. The husband was alarmed by this prescription, so he 

called the doctor. ‘‘What’s all this malarkey about Miami 

Beach, Aspen and a fur coat?’’ The doctor replied: ‘‘I rec- 

ommended to your wife a regimen of frequent baths, plenty 

of fresh air, and to be sure to dress in warm clothes.”’ 

My point is that communication is clouded by personal 

and professional bias. We all have the tendency to see what 

we want to see. In reporting the data from this study Ill 

draw conclusions as I see them, but they may differ from 

the way you view the data. Ona grander scale, I believe that 

most of the data are pretty clear and their implications for 

pharmacists fairly apparent. 

As we go through the survey it will be useful to keep the 

concept of “viewpoint” in focus; each of us has a tendency 

to look out for ** Number One.”’ But ina service business it 
is essential to keep the other fellow’s view clearly in sight. 

The point is that we in industry and in the practice of 

pharmacy must really want to help and really be committed 

to helping people solve their own problems. 

In order to help people solve their problems, we have to 

know what those problems are. Surveys such as this, are 

but one of many useful tools that can be employed to help us 

identify such problems. 

The Upjohn Company began its **‘ Pharmacy Image Sur- 

vey’ program in 1975; since then we’ve done two national 
surveys as well as surveys in 15 states. Our objective in tak- 
ing these many surveys was one of our many programs to 

assist pharmacy. Naturally, there would be a report card of 

pharmacy and pharmaceutical services as expressed by the 

consumer, but of greater importance was to hopefully iden- 

tify Opportunities for pharmacy as perceived by the cus- 

tomer. Over a four-year period we’ ve acquired a prodigious 

8 

amount of data on customer attitudes. Like the fabled Mr. 

Pallidin, we “have slide show, will travel.’’ The surveys 

and presentations are part of our professional service pro- 

gram. Obviously the surveys are of some use in our own 

marketing efforts, but they are, in our view, most useful to 

the practicing pharmacist. 

The survey technique provides a kind of organized, 

formal feedback that cannot be obtained in the environment 

of the community pharmacy. Let’s turn now to the survey 

and see what pharmacy customers in the United States, 

think about the services they receive. 

This national survey was conducted this past December 

and January by Market Facts Inc. for the Upjohn Com- 

pany. More than one thousand people were interviewed by 

telephone. In order to qualify for the survey, a respondent 

had to have had a prescription filled in a community phar- 

macy within the past six months and could not have anyone 

in the immediate family who is a pharmacist, physician or 

nurse. Because of these restrictions we don’t have a true, 

statistically-pure random sample, but we do have a rela- 

tively good cross section of current users of pharmacy servy- 

ices. As an aside, I should point out that 74% of the survey 

respondents had a prescription filled within one month of 

their interview. 

EDUCATION/INCOME 
PROFILE OF U.S. RESPONDENTS 

1978 

ANNUAL FAMILY INCOME 

UNDER $7,500- $15,000- $25,000 
: EDUCATION TOTAL $7,500 $15,000 $25,000 &OVER 

Grade school or less 7% 25% 8% 3% 2% 
Some high school 9 15 2 Uf, 2 
Completed high school 33 31 40 36 27 
Some college 25 18 24 26 28 
Completed college 25 10 16 28 41 
Refused 1 1 — — — 

100% 100% 100% 100% 100% 

Let’s begin by taking a quick look at some of the charac- 
teristics of our respondents. Here we see a correlation be- 
tween education and income. As one might expect, there is 
a positive relationship between educational background 
and income for respondents in this national survey. As edu- 
cational level increases, so too does personal income. More 
than one-third of the people in the lowest income category 
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had not completed high school, while more than two-thirds 

of the folks in the highest income category had at least some 

college experience. 

AGE/INCOME 
PROFILE OF U.S. RESPONDENTS 

1978 

ANNUAL FAMILY INCOME 
1970 U.S. UNDER ~— $7,500-_ — $15,000- + $25,000 

AGE CENSUS TOTAL $7,500 $15,000 $25,000 &OVER 

18-34 36.4% 35% 15% 40% 45% 36% 
35-49 26.3 26 15 17 29 36 
50-59 15.8 18 17 19 18 17, 
60&over 21.5 21 53 24 8 11 

100.0% 100% 100% 100% 100% 100% 

In this survey, more than half of the fangilies with an in- 

come of less than $7,500/year had a head of the household 

who was 60 or older. This compares with only 11% for fam- 

ilies with a yearly income over $25,000. In some of the ex- 

hibits to follow, respondents will be classified on the basis 

of family income. Keep in mind that, in general, the lower 

income families tend to /ess educated and older; higher in- 

come families tend to be better educated and middle-aged. 

While no effort was made to establish age quotas in 

order to match known population parameters, the sample 

was quite representative of the nation’s population in terms 

of age. This can be pointed out by comparing the national 

census data in the first column with the ‘‘total’’ column in 

age/income table. The closeness of this data either confirms 

the census, or demonstrates the classic luck of the draw in 

selecting respondents. Either way, the correlation with the 

latest census Is very close. 

On the lighter side, I recently ran across an advertise- 

ment in a journal telling people that the 1910 census is now 

available to the public. That’s government efficiency in 

peak form! 

NUMBER OF PRESCRIPTION MEDICATIONS 
CURRENTLY TAKEN BY PATIENT AND FAMILY 

UNITED STATES 

¥ .. — ', Boe 1978 e976 

One or more 62% 67% 

Two or more 41 42 

Three or more 24 23 

Four or more 5 14 

Five or more 9 7 

Nine or more 1 1 

Prescription drug usage by families in the U.S. has not 

changed substantially from 1976 to 1978. The proportions in 

both columns are very similar. 

As indicated earlier 74% of the survey respondents had 

a prescription dispensed within one month prior to their 

interview. Thus, their answers should be very meaningful 

and not subject to many problems resulting from inaccurate 

recall. 

Note here that almost one of four families is taking three 

or more prescription medicines. This is a pretty substantial 

percentage. For our purposes this degree of consumption 

should alert us to the potential for compliance problems. 
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PATIENTS WHO HAVE HAD A PRESCRIPTION 
DISPENSED AND THEN DID NOT TAKE ALL 

OF THE MEDICATION 

US 
1978 

Have never failed to take all of the medication 29% 

Have failed to take all of the medication 71 

Recovered from condition 

Didn't need it 

Experienced side effects/reactions 

Physician instructed patient to discontinue 

100% 

This question was not included in the previous U.S. 

survey sO no comparison can be drawn. Seventy-one per- 

cent of the respondents in the U.S. in 1978 reported that at 

some time, they had failed to use all of the medication pre- 

scribed for them. This finding gives some hint of the extent 

of the non-compliance problem in this country. The most 

frequent reasons given by people who had failed to take all 

of a prescribed medication were “‘recovered from condi- 

tion” (59%) and ‘‘didn’t need it’’ (25%). Only five percent 

of the patients said they discontinued a medication because 

their doctor told them to stop. Self termination of a thera- 

peutic regimen can have serious consequences, especially 

when an infection or a chronic condition such as hyper- 

tension is being treated. The importance of the pharmacist 

in reinforcing each and every dosage regimen cannot be 

overemphasized. The professional opportunity here is ap- 

parent. The pharmacist is frequently the last member of the 

health team to talk to patients before they go home to take 

their medicine. In the lingo of traffic law you have the “‘last 

clear chance’ to extend some influence on the patients’ be- 

havior. 

PATIENTS WHO HAVE LEFT 
PRESCRIPTIONS UNFILLED 

US US 
1978 1976 

Have never left prescriptions unfilled 64% 68% 
Have left prescriptions unfilled 35 30 

Didn't need 

Cost 
Lost prescription 

Can't remember 1 2 

100% 100% 

Non-compliance can occur because the patient takes 

medicine improperly, or because the patient doesn’t bother 

to have the prescription filled. In our survey we discovered 

that approximately one-third of the respondents had at 

some time neglected to get a prescription dispensed. This 

proportion has changed significantly from 1976 to 1978, 

with a larger segment of the population leaving prescrip- 

tions unfilled in 1978. Reasons given? The patient will feel 

that the prescription was not needed, it cost too much, or 

the prescription was lost. This trend is not encouraging; in 

individual cases the results can be tragic. 

Could there be a program developed by pharmacy or 

pharmacy and medicine directed to the patient regarding 

the great importance of having the prescription filled and 

taken? I believe it is an opportunity for pharmacists. 



HOW PRESCRIPTIONS ARE PAID 
UNITED STATES 

1978 1976 

Privately 61% 71% 
Company Insurance 21 14 

Union Insurance 6 5 
Medicaid 5 4 

Other 7 “6 

100% 100% 

cont'd 

One reason given for having not gotten a prescription 

filled was ‘‘cost’’. Let’s see, then, how prescriptions are 

paid for in the United States. 

The proportion of the respondents who pay for prescrip- 

tions out of their private funds decreased between 1976 and 

1978. This comes as no surprise with the trend toward more 

third party involvement in prescription drug reimburse- 

ment. Nearly 40% of the respondents in 1978 reported some 

kind of third party involvement in prescription reimburse- 

ment. This compares with nearly 30% just two years earlier. 

On the basis of this data “‘cost’” as a negative factor 

seems unsubstantiated. But what if we examine how pre- 

scriptions are paid for by income classification? 

HOW PRESCRIPTIONS ARE PAID 
UNITED STATES 

1978 

UNDER $7,500- $15,000- $25,000 
TOTAL $7,500 $15,000 $25,000 & OVER 

Privately 61% 66% 66% 56% 57% 
Company Insurance 21 8 12 27 32 
Union Insurance 6 4 3 8 6 

Medicaid 5 14 8 2 1 
Other 7 8 lat 7 4 

100% 100% 100% 100% 100% 

The two lowest income categories had the highest 

proportion of respondents who paid their entire prescrip- 

tion drug expense out of their own pockets. 

As a result, these lower income groups probably are 

most likely to be attracted to prescription drug sources 

which emphasize price at the expense of personal service 

and attention. Thus the segment that could benefit the most 

from pharmacist consultations because of their higher drug 

utilization and lack of education has the greatest economic 

incentive to use less personal drug sources, such as mail- 

order pharmacies. Remember, the less educated and lower 

income individuals are the least likely to ask questions re- 

garding their medication from either pharmacist or physi- 

cian. A strong effort by the pharmacist to communicate 

with these individuals might provide an incentive to pa- 

tronize that pharmacy. 

While we don’t have data to show which income groups 

were likely to leave prescriptions unfilled because of cost 

pressures, our guess would be the lowest income groups 

because two of three of these folks are paying for their own 

prescriptions directly. Bear in mind, too, that these two in- 

come groups tend to be elderly — thus, the 14% Medicaid 

figure for the lowest income category. 

This is the ‘‘age of inflation.’ Every professional poll- 

ster identifies inflation as public enemy number one for 

American citizens in every income bracket. To quote a 

March report of the Roper organization: *‘The mood of 

10 

America is not buoyant.”’ This recent report shows that 

nine different categories of investments are down. 

People are bewildered. OPEC raises crude prices 9 per- 

cent and pump prices for gasoline go up three cents per gal- 

lon. Only one person in four has a good understanding of 

why the dollar’s value rises and falls. Few have any idea 

about what might be done to control inflation. 

According to the Roper reports: 

e Nearly three of four Americans are following closely 

which prices are going up and down, and by how much; 

and 

© 63% of the American public is “*most concerned”’ about 

inflation and high prices. 

Another Roper finding also is of interest. In the past six 

months, 4 of 10 consumers had a problem with a product or 

service. But, few voiced their complaint. They simply 

stopped buying a particular brand or shopping at a particu- 

lar store. This trend has now held up for two years. When 

people have a complaint they change their shopping habits 

— they'd rather switch than fight. 

Inflation. It’s exerting extreme pressure on all of us. 

Service prices are at an historic high. A couple of weeks ago 

I called a plumber to my house for a minor repair. His visit 

lasted seven minutes. He presented me with a bill for $25. | 

told him that the best attorney in town charged $50.an hour. 

“IT know,”’ the plumber said. *‘That’s what I used to get 

when I was an attorney.” 

But, inflation is no laughing matter. It’s affecting the 

basic consumption patterns of our country. Let’s look now 

at a series of questions and slides that show how health 

services and health product consumption patterns have 

been modified by consumers themselves in their own war 

on inflation. 

RESPONDENTS WHOIN LAST YEAR 
HAVE ECONOMIZED BY NOT SEEING 

THEIR DOCTOR WHEN THEY WANTED TO 

UNITED STATES 

1978 

UNDER $7,500- $15,000- $25,000 
TOTAL $7,500 $15,000 $25,000 & OVER” 

Have had to economize 21% 17% 26% 22% 21% 
Have not economized Wi 82 72 11h 78 

No answer 2 1 2 1 1 

100% 100% 100% 100% 100% 

The second lowest income category was the group 

where the greatest proportion of the respondents reported 

having to economize by not visiting their doctor. It is possi- 

ble the lowest group had to economize less because their 

physician visits are covered by government aid programs; 

or they simply may not feel a need to visit their own physi- 

cian very often. 

It is very likely the people who do not visit their physi- 

cian for consultation about a condition which would have 

involved a physician visit in the past will seek advice and/or 

an OTC medication for the condition from their pharmacist. 

When one considers that the people most likely to seek 

alternatives to visiting the physician are people from lower 

income families who tend to be less educated, the necessity 
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Has For Your PHARMACY SOE 

A Complete Price Sticker and °"~ 
Order Entry Program. 
Now Operating in over 500 Pharmacies Like Yours. 

THE SERVICE PROVIDES: retail price sticker & shelf labels, allowing you selective 

pricing for all items you purchase. Plus customized pricing for up to 1500 items. 

Two price system. 
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OVER THE COUNTER MERCHANDISE RX MERCHANDISE 

TAME -CR RIN 8 OZ. 

| #5681 

Electronic Order Entry System 
Electronic order entry Terminal for in-store use. It’s light- WAZA, WO 

weight, portable and enables you to order 200 line items g aE 
in less than one minute. Transmits over telephone. Opera- Susi a 
tional 24 hours a day . . . call at your convenience. cs 

Turnover and Profitability Reports mar <i 
Customized series of ongoing Turnover and Profitability 

Reports for Your Store. Helpful information compiled from 
product movement of items in your store. ; . 

\ 

CHECK THE BIG PLUS FEATURES: ae REPLY COUPON 

LOEWY DRUG CO. 

e Store Identification Labels. | 6801 QUAD AVENUE, BALTIMORE, MD. 21237 
e Complete Product Information. YES, I’d like to get more FACTS ABOUT SPACE: 
e Complete OTC and RX Pricing Stickers. 

e Quarterly Label Color Change. | NAME 

e Tamper-proof (non-transfer) security. 

e Ink Screening of Coded Information. | TITLE 
e Deal Contents Have Price Stickers. 

e Price Stickers for Selected Full Cases. | SN 

e NDC Numbers on All RX Products. ADDRESS 

e Customized Pricing. 

e Two Price System. | CITY STATE ZIP 
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You stand behind the prescriptions 
you fill... Pfizer Pharmaceuticals 

stands behind you. 
When you dispense a product of Pfizer Laboratories, 
Roerig or Pfipharmecs you have the assurance of: 

BIOAVAILABILITY ¢ QUALITY 
a nd 

PFIZER PHARMACEUTICALS PRODUCT 

LIABILITY PROTECTION POLICY _ | XAAOMVeMaN = 
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In the event of a claim or lawsuit arising out of the dispensing of a 
Pfizer, Roerig or Pfipharmecs product, it is Pfizer's policy to defend and 
hold harmless the Pharmacist or the pharmacist’s employer, if the follow- 
ing conditions are met: 

If a prescription product, the prescription was properly filled by the = 
pharmacist; = 

= The product was not improperly stored or packaged; = 

There is no other evidence of negligence or any improper or illegal act Ss 
= by the pharmacist or employee; — 

Si The pharmacist and the pharmacist’s employer, if any, provides Pfizer = 

== 4 with prompt notice of the claim or lawsuit and fully cooperates with Pfizer in —— 

= the defense of the claim or lawsuit. = 
¢ 
4 
| 
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of pharmacist consulting with the patient becomes more 

obvious. This puts increased responsibility on the pharma- 

cist to communicate and to make the appropriate recom- 

mendations. 

RESPONDENTS WHOIN LAST YEAR 
HAVE ECONOMIZED BY NOT 

BUYING AN OVER-THE-COUNTER MEDICINE 
WHEN THEY WANTED TO 

UNITED STATES 
1978 

UNDER) $7,500- $15,000- $25,000 
TOTAL $7,500 $15,000 $25,000 &OVER 

Have had to economize 14% 12% 16% 18% 11% 

Have not economized 84 83 82 81 88 

No answer 2 iS 2 1 1 

100% 100% 100% 100% 100% 

Larger proportions of the two middle income groups 

had attempted to economize in this manner. I can’t explain 

this pattern. 

RESPONDENTS WHOIN LAST YEAR 
HAVE ECONOMIZED BY NOT SEEING 

THEIR DENTIST WHEN THEY WANTED TO 

UNITED STATES 
1978 

UNDER’ $7,500- $15,000- $25,000 
TOTAL $7,500 $15,000 $25,000 &OVER 

Have had to economize 20% 22% 24% 21% 15% 

Have not economized 80 77 74 79 84 

No answer — 1 2 — 1 

100% 100% 100% 100% 100% 

Here the highest income group had the lowest propor- 

tion of respondents (15%) who delayed or had to forego 

visits to their dentist for economic reasons. This seems to 

make sense. 

RESPONDENTS WHOIN LAST YEAR 

HAVE ECONOMIZED BY NOT 
HAVING A PRESCRIPTION DISPENSED 

US US 
1978 1976 

Have had to economize 12% 11% 

Have not economized 88 88 

No answer — ae: 

100% 100% 

The difference between the two U.S. samples in 1976 

and 1978 in terms of the proportion who had economized by 

not having a prescription dispensed was not statistically 

significant. However, the proportion of respondents who 

have attempted to economize by not seeing their physician 

(21%) was approximately 50% larger than the proportion 

who have not purchased OTC drug products when they 

wanted to (14%) or had not had a prescription dispensed 

(12%). Thus, U.S. residents are more likely to forego visits 

to their physician than they are to forego purchasing pre- 

scription or non-prescription medication. Once a person 

has visited a physician and received a prescription, it is 

quite likely they will obtain the prescription medication. 

This is reasonable since if one has made the effort to contact 

their doctor and received a prescription order, to then save 

the cost of the prescription could be perceived as a false 

economy. 
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RESPONDENTS WHOINLAST YEAR 
HAVE ECONOMIZED BY NOT 

HAVING A PRESCRIPTION DISPENSED 

UNITED STATES 
1978 

UNDER $7,500- $15,000- $25,000 
TOTAL $7,500 $15,000 $25,000 &OVER 

Have had to economize 12% 15% 16% 11% 9% 

Have not economized 88 85 84 89 91 

No answer — — 

100% 100% 100% 100% 100% 

Lower income group are more likely to attempt to 

economize by not having a prescription dispensed. Not 

surprising since We saw earlier that it is the group that pro- 

portionately pays more out-of-pocket for drugs than the 

higher income categories. Now let’s turn to the actual pur- 

chasing patterns of the survey respondents. 

NUMBER OF PHARMACIES 
WHERE PRESCRIPTIONS ARE OBTAINED 

US US 
1978 1976 

One 73% 75% 

Two 20 20 

Three 5 4 

Four or more 2 1 

100% 100% 

Apparently, there has been no major change in phar- 

macy patronage patterns from 1976 to 1978. Approximately 

three-quarters of the respondents purchase their prescrip- 

tions predominantly at one pharmacy while the other one- 

quarter patronized two or three. This figure should be re- 

assuring to your membership. It may be a slight over reac- 

tion on the part of pharmacists after dealing witha few shop- 

pers — feeling that many shop looking for a price. Over 

90% used no more than two and three-quarters used but 

one. 

While such data on patronage is interesting, it yields 

little insight into customers’ reasons for shopping a parti- 

cular establishment. To obtain this information we asked the 

respondents *““why?”’ 

MOST IMPORTANT REASONS 
FOR HAVING PRESCRIPTIONS DISPENSED 

AT PARTICULAR PHARMACY 

US US 
1978 1976 

Close to home or work 45% 46% 
Price of medicine 24 23 

Reliable and friendly service 16 16 

Other reasons 15 15 

Convenient store hours 
Delivery service 
Variety of merchandise available 

Parking convenience 

Charge account if needed 

100% 100% 

In all of the surveys conducted to date, with the excep- 

tion of Idaho, we have found that proximity to residence or 

work is the most frequently given reason for patronizing a 

particular pharmacy. This also was true in this most recent 
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U.S. survey, with 45% of the respondents stating this as the 

principal reason. The second most frequent major patron- 

age motive was price, followed by “‘reliable and friendly 

service.’ Other reasons, which are listed near the bottom of 

the exhibit, combined to account for 15% of the respon- 

dents. 

‘Location of the pharmacy” is like ‘“‘price’’ an eco- 

nomic consideration, and more so with our energy crisis. 

Again, the effect of inflation shines clearly through the data. 

At least, this is one way to interpret the respondents’ an- 

swers. 

MOST IMPORTANT REASONS 

FOR HAVING PRESCRIPTIONS DISPENSED 
AT PARTICULAR PHARMACY 

UNITED STATES 

1978 

: UNDER 17,500- $15,000- $25,000 
. TOTAL $7,500 $15,000 $25,000 &OVER 

Close to home or work 45% 44% 45% 47% 48% 
Price of medication 24 26 24 25 24 

Reliable and friendly 
service 16 12 18 15 14 

Other reasons 15 18 13 13 14 

Delivery Service 

Short wait for 
prescriptions 

Variety of mer- 
chandise available 

Parking convenience 

100% 100% 100% 100% 100% 

While the order of importance of patronage motives re- 

mained the same for all income groups, the relative impor- 

tance varied slightly according to family income. A conve- 

nient location was relatively more important for higher in- 

come families than for lower income families, but the differ- 

ence is not statistically significant. The motives listed under 

‘‘other reasons”’ were relatively more important in the low- 

est income category. 

LENGTH OF TIME PRESCRIPTIONS OBTAINED 
AT SAME PHARMACY 

US US 
1978 1976 

Over one year 86% 86% 

Over two years ee 7K) 

Over five years 49 38 

Over ten years 25 21 

Duration of patronage. we believe, is one measure of 

customer satisfaction. When you link length of patronage 

with the reasons for patronage — convenience of location 

and price — you have a rough index of satisfaction. 

The porportions of pharmacy customers who pa- 

tronized the same pharmacy for over one year and two years 

were about the same in 1978 as in 1976. However, a larger 

proportion of U.S. citizens had patronized the same phar- 

macy for over five and over ten years in the most recent 

survey. I believe this is another figure which will encourage 

your membership. 

While we have no data to substantiate an interpretation 

here, it may simply be that the once highly mobile American 

public has become less so in the past decade. If so, inflation 

has certainly played a major role in retarding such move- 

ment. 

POLY 1979 

SERVICES PATIENTS EXPECT OF PHARMACISTS 

US US 
1978 1976 

Keep record of prescriptions 93% 92% 
Personally explain how to take 

medication 61 53 
Fill prescriptions in view 30 24 

Fill prescriptions where can't 
be disturbed 81 — 

Discuss prescriptions with M.D. 
before dispensing 48 3/ 

Other services desired 
Free pick up and delivery 

Give generic names 
24-hour service 

Price listings 

Explain side effects 

Give cheapest product available 

Lower prices 

The first four services shown here were specifically 

mentioned by the interviewer. There was a substantial in- 

crease in the proportion of consumers who expected more 

personalized services such as the pharmacist explaining 

how to take the medication, or discussing prescriptions 

with the M.D. before dispensing. | am sure this is a figure 

(61%) you will want to take to your membership. 

Nearly two-thirds of the respondents in 1978 expected 

the pharmacist to personally explain how to take the medi- 

cation. This compares with just over 50% in 1976. Nearly 

one-half of the patients expected the pharmacist to discuss 

prescriptions with the M.D. before dispensing. Thus, 

checking with the doctor about any question the pharmacist 

may have will probably create an impression rather than 

make the pharmacist appear confused or incompetent. 

It is difficult to interpret the responses of the 93% who 

stated they expected the pharmacist to keep records of pre- 

scriptions. This response may mean anything from simply 

maintaining a prescription file to maintaining a very detailed 

patient medication profile. 

The question about filling prescriptions where the 

pharmacist cannot be disturbed was not included in the 

1976 survey, so we have no basis for a comparison. How- 

ever, it appears that consumers expect a calm and con- 

trolled environment behind the prescription counter. Inter- 

ruption of the pharmacist during the dispensing process 

does not inspire confidence on the part of the patient. 

One service that we often hear mentioned is the avail- 

ability of 24-hour service. First, we tried to find out what 

level of awareness of 24-hour service exists. 

AVAILABILITY OF TWENTY-FOUR HOUR SERVICE 

US US 
1978 : 1976 

Is available 36% 36% 

Is not available 62 60 

Don't know 2 4 

100% 100% 

Slightly more than one-third of the respondents knew 

where they could have a prescription dispensed at any time 

of day or night. This proportion remained unchanged from 

1976. 
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LOOK WHAT'S BECOME OF THE 
MORTAR AND PESTLE. 

It's where pharmacy is today. 
And tomorrow’s pharmacists are 

learning about it right now. 
Change is constant in the 

pharmaceutical industry. New 
classes of drugs are being devel- 
oped. Computer technology is ex- 
panding horizons from research 
to drug synthesis to final manufac- 
ture. New precision equipment is 
helping to produce consistently 
reliable products. New marketing 
techniques are evolving. And new 
government regulations are being 
proposed which could affect the 
way pharmacy is practiced. 

These changes are taking 
place at a rapid pace—so rapid, in 
fact, that the Pharmaceutical 
Manufacturers Association has 
created a unique educational 

PHARMACEUTICAL MANUFACTURERS ASSOCIATION/1155 FIFTEENTH S TREET, N.W,, 

program to help 
keep pharmacy 
school faculty, 

students and prac- 
ticing pharmacists 

aware of current industry 
practices. 

THE PMA PHARMACY 
FACULTY PROGRAM. REACHING 
THE PROFESSION THROUGH 
THE PHARMACY PROFESSOR. 

Now in its fourth year, the 
PMA Pharmacy Faculty Program 
is an invitation to educators to see 
firsthand what’s going on in the 
pharmaceutical industry. Parti- 
cipants in the program spend two 
weeks at the facilities of a major 
pharmaceutical firm, taking part in 
a series of daily conferences with 
its scientists and executives. Dur- 
ing this time, they get an overview 
of industry, technology, and ap- 
proaches associated with research 
and development, marketing and 

distribution, production and 
quality control. 

These faculty members can 
then bring back the knowledge 
gained to their students in the 
classroom, and to you, the practic- 
ing pharmacist, in continuing 
education programs. 

The PMA Pharmacy Faculty 
Program. It’s one of the things 
we're doing to help keep the pro- 
fession up to date on industry 
operations. 

For more information write 
to: Pharmaceutical Manufacturers 
Association, 1155 Fifteenth Street, 
N.W., Washington, D.C. 20005, 
Attention: Dr. John S. Ruggiero. 

PMI 
Contributing to pharmacy 

education. 

WASHINGTON, D.C, 20005 
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Add Another 
3 Hours 
To Your Day... 
without spending another minute 
in your store preparing, writing 
and calling in orders! 

CUT ORDER TIME TO SECONDS 
WITH OUR DIRECT ORDER ENTRY 
SYSTEM. 
Throw away the want book, stop writing 
those nervous little notes to yourself— 
Direct Order Entry is here to make your life 
easier! 

Now, this time-consuming chore can be cut 
to split second efficiency with our Direct 
Order Entry System. Ina fraction of the time 
you spend every day compiling and placing 
orders, this system can perform many func- 
tions for better control of your business. 

MAXIMUM PROFITABILITY 
Time is money. And Direct Order Entry frees 
up more of your time so you can be doing 
the things that produce the greatest profit 
for you. 

THE DRUG HOUSE, INC. 
An Alco Standard Company 

JULY, 1979 

ORDER 200 ITEMS IN 1 MINUTE... 
All order information is at your fingertips on 
pre-printed shelf labels for easy order input. 
You won't waste another moment looking 
up item numbers, descriptions, strengths, 
NDC numbers, sizes, etc. Simply press the 
buttons and your order is recorded on the 
unit's cassette tape. Then, at your conve- 
nience, just dial the phone and your order is 
quickly and accurately transmitted over 
ordinary telephone lines into our central- 
ized computer. Imagine—a 200 item order 
can be transmitted in just 60 seconds... 
from start to finish! 

000020353 
Chamrcnts 

a OTC 

PRICE STICKERS... complete with all information 
for placing your order. 

DON’T WASTE ANOTHER MINUTE 

TELL ME MORE ABOUT 

DIRECT ORDER ENTRY SYSTEMS. 

| 
| 
| 
| 

7 The Drug House, Inc. 
An Alco Standard Company 

| 600 S. 17th St., Harrisburg, Pa. 17105 

| Attn: W. W. Hensel, RCS Dept. 

| 
| 
| 
| 
| 
| 
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Pharmacy 

Address : 
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Phone Area Code (_+) 
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Following up on this question we tried to determine 

what interest there is in the service. 

DESIRABILITY OF TWENTY-FOUR HOUR SERVICE 

US US 
1978 1976 

Is needed 73% 69% 

Is not needed 24 25 

No opinion 3 6 

100% 100% 

Nearly three-quarters of those people who did not know 

where such a service was available believe it is necessary. 

There appears to be an opportunity here for pharmacists to 

either institute 24-hour emergency service or create better 

patient awareness of the existing service. 

OCCASION TO TALK WITH PHARMACIST 

LAST TIME HAD PRESCRIPTION DISPENSED 

US US 
1978 1976 

Yes 46% 45% 

No 52 53 

Can't remember 2 2 

100% 100% 

Basically, there has been no change over the two-year 

period between studies in the proportion of patients who 

talked with the pharmacist the last time they had a prescrip- 

tion dispensed. Less than one-half of the patients did so. 

This is a rather sad commentary on patient/pharmacist 

communication. For those persons who reportedly spoke 

with the pharmacist the last time they had a prescription 

dispensed, approximately 48% of these patients said the 

conversations pertained to drugs. 

Needless to say, there is a solid opportunity here for 

public and professional service. 

CAN TALK TO PHARMACIST WHENEVER NEEDED 

US US 

1978 1976 

Yes 94% 95% 

No 6 ; 5 

100% 100% 

Although only 46% of the respondents spoke with the 

pharmacist the last time they had a prescription dispensed, 

94% of the respondents believed they could speak with the 

pharmacist whenever they wanted to, thus, lack of pharma- 

cist accessibility does not appear to have contributed to the 

lack of communication with the pharmacist. The lack of 

communication could be the result of the patient’s minimal 

understanding of drug therapy. It is very possible the pa- 

tients know so little about drug therapy that they do not 

know the questions to ask of the pharmacist. Thus, in- 

creased patient/pharmacist communication may depend on 

pharmacist initiated discussions. 

Six percent of the patients believe they could not talk to 

the pharmacist if they wanted to. Just over half of these 

people said the pharmacist was always too busy to talk. 
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PATIENTS DESIRING PRIVATE DISCUSSIONS 

WITH PHARMACISTS 

US US 
1978 1976 

Desire privacy 30% 26% 

Don't desire privacy 70 74 

100% 100% 

On this topic, there was not much change from 1976 to 

1978. Thirty percent of the respondents desired a chance to 

talk with their pharmacist in private. It is possible this pro- 

portion would be larger if pharmacist/patient communica- 

tion was a more frequent occurrence. 

OF WHOM PATIENTS ASK PRESCRIPTION QUESTIONS 

US US 
1978 1976 

Physician 80% 79% 

Pharmacist 24 26 

Neither 3 4 

(Multiple Answers) 

The proportion of respondents who would ask 

questions about their prescriptions of their pharmacist has 

remained relatively constant from 1976 to 1978. Only one 

out of every four patients said they would ask their pharma- 

cist these kinds of questions. The overall lack of pharma- 

cist/patient communication probably has resulted in pa- 

tients being unaware of the value of pharmacists as an in- 

formation source about prescription drug products. 

EVER ASKED PHARMACIST’S ADVICE 

ABOUT OVER-THE-COUNTER DRUGS 

US US 
1978 1976 

Have asked advice 37% 38% 

Never asked advice 63 60 

Can't remember a re 

100% 100% 

Again, there was basically no change in the proportion 

of respondents who had at some time or another asked their 

pharmacist’s advice about an OTC drug. Just over one- 

third had ever asked such advice. What a great opportunity 

for the pharmacist. 

EVER ASKED PHARMACIST’S ADVICE 
ABOUT TREATING AN INJURY ORILLNESS 

US US 
2 1978 1976 

Have asked advice 37% 34% 

Never asked advice 63 65 

Can't remember — q 

100% 100% 

About the same proportion (37%) of patients had asked 

a pharmacist for advice on treating an injury or illness. This 

proportion had increased slightly from 1976. 

PATIENTS USUALLY PURCHASING 

OVER-THE-COUNTER DRUGS 
AT SAME PHARMACY 

US US 
1978 1976 

Aspirin 48% 51% 

Cold remedies 61 57 

Laxatives 30 39 

Shampoo 31 35 

Toothpaste 35 38 

Vitamins 40 46 
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Generally, there appears to have been a decrease in the 

proportion of respondents who purchased non-prescription 

health and beauty aids in the pharmacy they patronized for 

their prescription drugs. This is not too surprising with the 

continuing trend toward more health and beauty aid de- 

partments in large discount stores and grocery chains which 

are used to attract customer traffic. 

Might these figures change if the pharmacist was more 

accessible to answer OTC questions? With the growing im- 

portance of up-front business to retail pharmacy because of 

the professional fee, this could well be an important consid- 

eration for pharmacy. 

PATIENTS’ VIEW OF PHARMACIST 

US US 
1978 1976 

Professional medical person 78% 75% 

Business person 16 20 
Friend 8 10 

(Multiple answers) 

The way pharmacists were viewed by consumers has 

not changed significantly in the time between the two sur- 

veys. Approximately three out of four respondents viewed 

pharmacists as professional medical people. About one out 

of six thought of their pharmacist as a business person. 

PATIENTS’ VIEW OF PHARMACIST 

NATIONAL SAMPLE 1978 

UNDER $7,500- $15,000- $25,000 
TOTAL $7,500 $15,000 $25,000 &OVER 

Professional medical 

person 78% 81% 82% 73% 74% 

Business person 16 10 12 20 22 

Friend 8 nt if 8 $ 

(Multiple answers) 

There was some variability in the way respondents 

viewed pharmacists when classified on the basis of family 

income. A larger proportion of the respondents from lower 

income families viewed the pharmacist as a professional 

medical person and/or a friend. A larger proportion of the 

respondents from upper income families viewed pharma- 

cists as business people. 

PHARMACIES AS RATED BY PATIENTS 

U.S. 1978 

U.S. 1976 

Only about one-third of the respondents in the 1978 sur- 

vey rated their pharmacy at the very best level (a score of 

10) on the scale. Nearly one-half of the 1976 respondents 

gave their pharmacy a 10 rating. Generally, there has been 

a decrease in the ratings for pharmacy from 1976 to 1978. 

PHARMACIES AS RATED BY PATIENTS 
CLASSIFIED BY FAMILY INCOME 

UNITED STATES 
1978 
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This exhibit shows respondents in the lowest income 

category gave the highest ratings to pharmacies, with nearly 

two-thirds of these respondents rating pharmacies as either 

9 or 10. Approximately 50% of the respondents in the other 

three income categories gave a 9 or 10 rating to the phar- 

macy which they patronized most often. 

PHARMACIES AS RATED BY PATIENTS 

CLASSIFIED BY NUMBER OF PHARMACIES PATRONIZED 

UNITED STATES 
1978 

NUMBER OF POOR BEST 
PHARMACIES 
PATRONIZED 

ONLY ONE 

TWO OR MORE 

One would expect persons who patronized more than 

one pharmacy to rate the pharmacies lower than a person 

Who patronizes only one pharmacy. A person who patron- 

izes only one pharmacy could be expected to be satisfied 

with the pharmaceutical services at that pharmacy and to 

give the pharmacy a higher rating. 

This tended to be the case in the present study. Fifty- 

eight percent of those people who patronized only one 

pharmacy rated that pharmacy with either a 9 or 10. A 9 

or 10 rating was reported by only 40% of the people who 

patronized two or more pharmacies. 

PHARMACIES AS RATED BY PATIENTS 
CLASSIFIED BY SERVICE ASPECTS OF 

THE PATRONIZED PHARMACY 

UNITED STATES 
1978 

PROPORTION OF 
RESPONDENTS RATING 
PHARMACY WITH 9 OR 10 
SERVICE SERVICE 

SERVICE ASPECT PROVIDED NOT PROVIDED 

Pharmacist receives prescription 

order from patient 58% 43% 
Pharmacist spoke with patient last 

time prescription was dispensed 61% 45% 

Patient knows a profile system 

was maintained 58% 30% 
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Are services provided at a pharmacy related to the cus- 

tomers’ evaluation of the pharmacy? This exhibit shows 

this is probably the case. Fifty-eight percent of the respon- 

dents who reported the pharmacist personally accepts the 

prescription order from the patient in the pharmacy, rated 

that pharmacy with either a9 or 10. This compares with 9 or 

10 ratings from only 43% of the consumers who reported 

someone other than the pharmacist accepts the prescription 

order in the pharmacy they patronized. Similar finds for the 

other two services listed seem to show that personalized 

services tend to be related to higher consumer evaluations 

of pharmacies. 

PHARMACIES AS RATED BY PATIENTS 
CLASSIFIED BY THE PATIENT’S PERCEPTION 

OF PHARMACISTS 

UNITED STATES 
1978 

PATIENTS, PERCEPTION 
OF PHARMACIST 

PROFESSIONAL MEDICAL 
PERSON 

SOMEBODY IN BUSINESS 

LIKE A FRIEND 

The exhibit shows when the pharmacist is viewed as a 

professional medical person and/or a friend by the patient, 

the patient tends to evaluate pharmacies at a higher level 

than when the pharmacist is viewed as a business person. 

Only 30% of the people who viewed their pharmacist as a 

business person gave the pharmacy they patronize a9 or 10 

rating. This compares with 56% and 77% for the other two 

groups. 

The latter part of the survey shows some slippage in the 

image of pharmacy. A sociologist would undoubtedly have 

a field day with this data, but I cannot because I lack that 

training. But I have practiced pharmacy and I have been 

next to pharmacy one way or another for 30 years and from 

this viewpoint I can offer some observations. 

People today are baffled by their circumstances. Life is 

better than ever before — by virtually any indicator — but it 

also seems much more tentative than ever before. When 

society attains this kind of mindset, it often enters a period 

of nostalgia — a longing for the *‘good old days.’’ Thus, the 

television gives us *‘Fifties’’ revivals, and the Hollywood 

producers give us simple adventure films lacking any 

sophisticated messages. 

Economically the country is trapped between pinch and 

boom. Per capita expenditures for just about everything are 

attaining record highs. But because of inflation the record 

spending is buying less for the consumer. 

Because fewer goods can be purchased, people are ex- 
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pecting more and more service. This holds true for practi- 

cally everything, including pharmaceutical products. The 

key to public acceptance for pharmacy ts service. Pharma- 

cists need to be visible, interested in their customers’ prob- 

lems, and willing to interact with these folks in order to help 

them. 

In the actual practice of pharmacy there’s not much that 

can be done about the location of a particular pharmacy. 

But there is a lot to be done in the quality and quantity of 

service to be provided. 

Based on our survey, the worst thing that can occur ina 

pharmacy is for the patient to hand his script to a technician 

and have it returned with no communication passing be- 

tween that patient and pharmacist. This is the message to 

take back to your own associations. Get involved. Let the 

customer know that you care and that you have the where- 

withal to help him. Pharmacists are highly trained, highly 

capable of providing important customer services, but un- 

less they are willing to get involved, their image is likely to 

continue slipping. 

I don’t want to mislead you. The image of pharmacy’ is 

not tarnished; it is not in deep trouble. But there are indi- 

cators that it could be slipping. As such, the old saw of an 

ounce of prevention outstripping a pound of cure applies. 

The caution here is that many will say this is part of a 

cycle — a kind of predestination outside the control of 

pharmacy. All institutions and professions are slipping 

image-wise. Nothing can be done. 

I am reminded of the story of the Confederate Army 

chaplain who served Stonewall Jackson. This cleric re- 

peatedly told the troops to not worry about their fate on the 

battlefield because if they were predestined to be killed, a 

bullet would find its mark, no matter where they were; on 

the other hand, if their destiny was to be spared, no bullet 

could hit them no matter where they stood. 

One day — in the heat of a pitched battle — with mini- 

balls flying everywhere, the same preacher was seen hot- 

footing it toward the cover of the nearest and largest tree in 

the forest. A soldier, who was behind him, asked: **Rever- 

end, you told us all about predestination. Why should you 

be seeking shelter behind a tree?”’ 

“You do not fully understand the principles and 

theories of predestination,’ the preacher replied. “‘I was 

predestined to get behind this tree.”’ 

I don’t think a drop in the image of pharmacists and 

pharmacies is predestined. Your leadership, however, is 

essential to forestalling what appears at this time to be the 

suggestion of a trend. 
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contains no aspirin 
tablets 

Darvocet-N 100 « 
JOO mg. Darvon-N'@pavphene napsyiate) 
650 mg, aceflaminophen 

Additional information available 
to the profession on request from 
Eli Lilly and Company 
Indianapolis, Indiana 46206 

Eli Lilly and Company, Inc. 
Carolina, Puerto Rico 00630 
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Awards Presented at Phi Delta Chi Meeting 

| 
At the annual Phi Delta Chi Banquet, Treasurer Jim Polek (right) Phi Delta Chi President Don Stran (left) is shown giving Dr. 
gives an electric typewriter to Dr. Augsberger for use in the Robert Beardsly the Hubert Humphrey Award. 
freshman Pharmaceutics lab. 

Two new firsts from District Photo! 

POST AyPiOre 
Turns snapshots into personalized picture postcards and greet- > 
ing cards. Encourages customers to order extra prints — those 
to mail, those to keep. 

PLUS FOTO-DATE Puts the date on the back of each 
print, to tell the month and the year it was devel- 
oped. A handy record your customers appreciate. FOTO DATE: AUG., 1975 

Both at no extra cost to you or your customers! 
Both designed to build your photo-finishing profits! 

You get both of these tremendous profit-boost- Post Card) ace 

ing features FREE when you're a District Photo 
Dealer. We’re the company that’s first with the 
best new developments in photo-finishing — 
Big Shot Borderless Photoprints, Bonus Photo, 

Silk-Finish, and One-Day Service. 

We believe in firsts, because they keep you first 

in sales, 

Call us. In D.C., 937-5300. In Baltimore, 792-7740. 

DISTRICT PHOTO ING 
10619 BALTIMORE AVENUE, BELTSVILLE, MARYLAND 20705 

POST-A-PMOTO rensonatizeo POSTCARD & GREETING CARD 
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Check us out! 
(then check what other generic suppliers offer) 

: 
LEDERLE 

SSS Si omer ~ 

_ Broad line 

_ Over 80 chemical entities | 
_ Over 100 dosage forms | / 
Over 270 potencies | | 
Over 340 package styles 

Supplied by a company with a 70-year record 
_ of pharmaceutical excellence 

_ Dual batch assay procedures on contracted 
_ products 

_ Bioavailability data provided wherever 
_ applicable 

All products dated 

Vendor product liability endorsement 
supported by the resources of one 
of America’s largest corporations 

Competitive pricing 

- Quantity discounts and special reorder 
_ and dating privileges 

Contracts available for permanent price 
and inventory stability 

Liberal return goods policy (outdated, 
_ open packages included) 

SES SSNS SENN 
_ Serviced by your Lederle representative —one of over 600 

_ Shipment from the nearest of 7 distribution 
_ centers 

Lederle Standard Products 
nothing is spared... except the price 

t Lederle ) Lederle Laboratories, A Division of American Cyanamid Company, Pearl River, New York 10965 
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LETTERS 

Parenteral Therapy 

TO THE EDITOR: I read with interest the article ‘‘ Home 

Care of the Terminally III’? by Phillip Weiner in the May 

1979 issue of The Maryland Pharmacist. The assessments 

made from his experience with a terminally ill patient and 

the personal efforts he is making to better serve these pa- 

tients are very encouraging. I was particularly interested in 

one of his statements which focused on the academic train- 

ing of pharmacists relative to parenteral therapy. Speci- 

fically he states, ‘‘. .. some changes in the curricula at 

Pharmacy School might be in order.”’ I would like to see an 

additional year of intensive study including I.V. additive 

and TPN, nursing techniques applicable, antineoplastic 

pharmacology, psychology to death and clinical experi- 

ence. I would further like to see this as either a Masters ora 

Pharm.D. program.”’ I agree with Mr. Weiner’s desire to 

have I.V. additives and TPN a part of the education of a 

pharmacist and support the pharmacists’ active role in 

these areas. For these reasons I would like to bring to the at- 

tention of your readers a new course offered at the Univer- 
sity of Maryland School of Pharmacy. The course is Phar- 
macy 457: Parenteral Therapy. It was offered for the first 
time, this past spring semester on an experimental basis but 
has since been approved by the faculty as a permanent 
two-credit elective course offering for fifth year under- 
graduate students. 

This course is a comprehensive review of all aspects of 
intravenous fluid therapy, directly involving the pharma- 
cist. Emphasis centers around planning, organizing and 
implementing an Intravenous Admixture Program; internal 
and external pressures influencing developments in fluid 
therapy programs; preparation of sterile products; and 
basic concepts of fluid balance and disease states: total 
parenteral nutrition and cancer parenteral chemotherapy. 
The objectives of the course are: 

|. To provide the student with an awareness of the need for 
an Intravenous Admixture and Monitoring Program for 
institutionalized patients. This would include planning 
and implementation, the human and material resources 
needed, and internal and external influences which af- 
fect such a program. 

2. To provide the student with a basic understanding of the 
principles and techniques associated with the prepara- 
tion of sterile parenteral products. 

3. To familiarize the student with fluid and electrolyte 
therapy. Those areas discussed include: the signs, 
Symptoms and laboratory findings based on the primary 
alterations, the application of disease states to altera- 

tions of extracellular fluids, and the treatment or 
management for each alteration. 

4. To explain to the student the basic fundamentals of 
nutritional support of malnourished institutionalized pa- 
tients. Once a knowledge data base is established, the 
student will be able to assess the nutritional status of a 
patient, recommend the type of support best suited for 
that patient, and monitor and problem solve potential 
complications. 

The specific topics covered are: 

Introduction to course, to include: 
1. Planning and implementation of an I.V. Admixture Pro- 

gram 

2. Humanand material resource required for such program 
3. Internal and external influences affecting such program 

Sterile Product Preparation and Formulation 

I. Introduction to Sterile Product Preparation 

a. parenteral therapy 

b. admixture programs 

c. administration 

i. subcutaneous 

il. intramuscular 

iil. intradermal 

iv. intravenous 

V. intra-arterial 

vi. intrathecal 

Vil. Others 

d. basic fluids used for admixtures 

2. Principles of Sterile Formulations 
a. pyrogens 

b. microbial contamination 

Cc. aseptic technique 

i. aseptic technique 

ii. laminar air-flow 

laminar air-flow 

3. Types of Administration 

a. large volume parenterals 

b. small volume parenterals 

c. intravenous piggyback 

d. volutrol 
4. Physiochemical considerations 

a. compatibility 

b. stability 

5. Quality Control 

Fluid and Electrolyte Therapy 

1. Imbalances in Volume of Extraceliular Fluid 

a. fluid volume deficit 

b. fluid volume excess 

2. Imbalances in Electrolyte Concentration 

sodium deficit 

sodium excess 

. potassium deficit 

potassium excess 

calcium deficit 

calcium excess 

magnesium deficit 

. phosphorus deficit 

3. Primary Acid-Base Imbalances 

me meaoge 
Je 
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a. changes in base bicarbonate 

i. metabolic acidosis 

li. metabolic alkalosis 

b. changes in carbonic acid 

i. respiratory acidosis 

li. respiratory alkalosis 

4. Imbalances due to fluid shifts 

a. plasma-to-interstitial shift 

b. interstitial-to-plasma shift 

Introduction to Nutritional Support 

|. Etiology of Nutritional Support 

a. indications (parenteral and enteral) 

b. contraindications 

c. nutritional assessment 

. Basic Science of Nutritional Support 

a. protein requirements 

b. carbohydrate requirements 

c. fat requirements 

d. micro- and macronutrients 

3. Techniques of Administration 

a. parenteral route 

b. enteral route 

c. transitional feedings 

4. Nutritional Support Services 

a. team approach to nutritional support 

b. metabolic monitoring 

¢. monitoring and treating complications 
. Critical Care Nutrition 

a. renal failure 

b. hepatic failure 

c. trauma and burn injuries 

6. Alternatives to Parenteral Nutrition 

a. peripheral nutritional therapy 

b. protein sparing technique 

c. cyclic hyperalimentation 

d. home hyperalimentation 

e. nutrition for the cancer patient 

7. Problem Solving and Discussion 

tN 

‘n 

Parenteral Administration, Cancer Chemotherapy, 
Infusion Devices 

The course material is presented by an interdisciplinary 
faculty consisting of: Debra Naccarto, M.S., R.Ph.. Divi- 
sion Administrator of Parenteral Therapy, University of 
Maryland Hospital; Richard Proksch, M.S., R.Ph.. Divi- 
sion Administrator for Support Services (1.V. Admixture 
Program), University of Maryland Hospital; Jack Krause, 
B.S., R.Ph., Division Administrator for Drug Information, 
University of Maryland Hospital: Bill Grove, B.S.. R.Ph.. 
Assistant Director-Pharmacy Services, B.C.R.C.: Laurie 
Donaldson, R.N., Nurse Training Specialist for I.V. 
Therapy, University of Maryland Hospital; Jean Smith. 
M.S.,R.D.. Chief of Clinical Dietetics, University of Mary- 
land Hospital and V. de Paul Burkhart, M.S.. R.Ph.. Di- 
rector of Pharmacy Services, University of Maryland Hos- 
pital and Coursemaster-Pharmacy 457. 

There is no doubt that proper nutrition plays a key role 
in the overall management of a patient. Particularly, the 
post-surgical, oncology and acutely ill patient on multiple 
drug therapy. 

JULY, 1979 

There is, also, no doubt that the pharmacist can play a 

vital role in fluid therapy. 

In addition to offering this course at the School of Phar- 

macy, the Department of Pharmacy Services, in the Hospi- 

tal, is coordinating the monitoring efforts of the pharmacists 

on the floors and in the I. V. admixture service in an attempt 

to promote rational parenteral therapy. 

Vincent de Paul Burkhart, M.S. 

Director of Pharmacy Services 

University of Maryland Hospital 

Assistant Clinical Professor 

School of Pharmacy 

Letter from the Dean 
on Pharmacy Manpower 

Dear Dave: 

The School of Pharmacy has been receiving increasing 

comments from its graduates and from other pharmacists in 

the State suggesting that we are graduating too many men 

and women for entry into the profession in the State. I, 

therefore, am writing you this letter for enclosure in the 

Journal to provide some data on the subject. 

The exact number of pharmacists in the State and the 

type of practice that they perform is currently being de- 

lineated through a Health Manpower Study sponsored by 

the U.S. Department of Health, Education and Welfare and 

conducted by the American Association of Colleges of 

Pharmacy and the National Association of Boards of Phar- 

macy. The report should be completed very shortly and will 

update the one that conducted the census of pharmacists in 

1973. At that time there were 1922 active resident pharma- 

cists in the State, of which 9 per cent were women. Inde- 

pendent community pharmacy was the principal place of 

practice for 663 pharmacists, 725 were practicing in chain 

pharmacies, and 173 were in hospitals and nursing homes. 

Other sites of practice included manufacturing companies, 
government, etc. 

It is anticipated that the new survey will show an in- 

crease in the number of pharmacists that are actively prac- 

ticing in the State, but one of the key pieces of data that will 

not be available is what is the turnover rate for pharmacy 

positions. This data would necessarily include information 

on the number of pharmacists retiring, the number of new 

positions created, or positions that are eliminated, etc. That 

is extremely difficult information to collect and keep up to 

date, so unfortunately the market for pharmacists becomes 

the general guidelines for health manpower needs. One 

determining point in the measure of the market is, have all 

of the graduates from the School obtained positions? In the 

past this has always been true. 

There will probably be too many pharmacists graduated 

from schools throughout the country, just as is true in 

medicine. There are a number of schools that are graduating 

more pharmacists than are needed in their immediate area 

or state, but that is not the case here in Maryland. Over the 

past five years the number of graduates from the University 
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of Maryland School of Pharmacy have been: 

1975 — 62 B.S. 

1976 — 76 B.S. 

1977 —75 B.S., 5 Pharm.D. 

1978 — 91 B.S., 6 Pharm.D. 

1979 — 91 B.S., 6 Pharm.D. 

If the number of graduates from our school were the 

only ones being considered for practice in the State, then 

we would have a problem with the under-supply of pharma- 

cists. Actually, there are more pharmacists coming into the 

State than we are providing. For example, 102 pharmacists 

were licensed by reciprocity from July 1, 1978 to May 1, 

1979 compared to 91 pharmacists in a similar time period 

the previous year, and an average of 83 pharmacists per 

year for the years 1973-77. In addition, over the years 1973 

to 1977 the average number of pharmacists registered 

through examination was 125. Since the maximum number 

of graduates at that time was 76 students, this meant that at 

least SO individuals were obtaining their license through ex- 

amination and were products of other schools. 

The Board indicates that it would appear that 1972 

candidates will be taking the Board examination in June of 

this year. 

The data that I have presented indicates that approxi- 

mately 200 pharmacists each year are receiving new 

licenses in the State, either through examination or recipro- 

city. Less than half of these are graduates of our school. We 

feel very strongly that our graduates are of the highest 

quality and should be the type of pharmacist hired by em- 

ployers in the State. For us to reduce our enrollment would 

simply mean that others would come in from outside of the 

State. I would hope that we all agree that quality of practice 

is the important issue within the State, and that you will 

agree that the School can do little at this time to change the 

number of graduates that it produces. It is important, how- 

ever, that we recognize that the School is not increasing its 

enrollment and has not done so for five years, in spite of its 

ability to do so. 

I hope that the information enclosed in this letter will 

provide some insight into the problems of health manpower 

inthe State. I would certainly be receptive to any comments 

that would help us all in our mutual problem. 

Sincerely, 

William J. Kinnard, Jr., Ph.D. 

Dean 

Dave: 

In regard to the item on page 3 of the May, 1979 issue of 

the Newsletter of MPhA: LANOXIN and Lasix Mixups. 

The Burroughs-Wellcome rep. came in about Valentine's 

Day and gave me two sheets of these press-a-ply hearts to at- 

tach to LANOXIN Rxs. Evidently they too are concerned. I 

put one heart on the top of the vial and one on the vial itself so 

that nvo match. Here is something so very practical that it 

should be publicized better than it is. When you have patients 

with Congestive Heart Failure, Glaucoma, cataracts, deaf- 
ness, loose dentures and tight bowels the RED really stands 

Stanley J. Ash 

(Editor’s Note) We have received quantities of the stickers at the Associa- 

tion office from the Burroughs-Wellcome Company. Contact the office if 

you are interested in distributing these stickers. 

LANOXIN 
(DIGOXIN) 

PREVAILING MAC LIMITS 

Drug Strength MAC Effective Date 
Acetaminophen w/ Codeinee 30 mg $0.0780 per tablet 1-25-79 
Acetaminophen w/ Codeinee 60 mg 0.1545 per tablet 1-25-79 
Amoxicillin 250 mg 0.2108 per capsule 6-28-79 
Amoxicillin 500 mg 0.3942 per capsule 6-28-79 

Amoxicillin oral susp. 125 mg/5 cc 0.0232 per cc 6-28-79 

Amoxicillin oral susp. 250 mg/5 cc 0.0284 per cc 6-28-79 

Ampicillin capsules* 250 mg 0.0595 per capsule 1-25-79 

Ampicillin capsules* 500 mg 0.1103 per capsule 1-25-79 

Ampicillin oral susp. 125 mg/5 mi 0.0145 per ml 10-25-77 

Ampicillin oral susp. 250 mg/5 mi 0.0205 per ml 10-25-77 

Chlordiazepoxide HCI capsules 5mg 0.0270 per capsule 5-12-78 

Chlordiazepoxide HCI capsules 10mg 0.0378 per capsule 5-12-78 

Chlordiazepoxide HCI capsules 25mg 0.0640 per capsule 5-12-78 

Doxepin HCI* 10mg 0.0950 per capsule 1-25-79 

Doxepin HCI* 25mg 0.1161 per capsule 1-25-79 

Doxepin HCI* 50 mg 0.1765 per capsule 1-25-79 

Erythromycin Stearate* 250 mg 0.0697 per tablet 1-25-79 

Erythromycin Stearate* 500 mg 0.1250 per tablet 1-25-79 

Hydrochlorothiazide 25mg 0.0250 per tablet 6-28-79 

Hydrochlorothiazide 50 mg 0.0306 per tablet 6-28-79 

Meprobamate* 200 mg 0.0108 per tablet 1-25-79 

Meprobamate* 400 mg 0.0117 per tablet 1-25-79 

Penicillin V Potassium oral susp. 125 mg/5 ml 0.0120 per ml 10-25-77 

Penicillin V Potassium oral susp. 250 mg/5 mi 0.0160 per ml 10-25-77 

Penicillin V Potassium tablets 250 mg 0.0535 per tablet 10-25-77 

Penicillin V Potassium tablets 500 mg 0.1025 per tablet 10-25-77 

Phenylbutazone* 100 mg 0.0750 per capsule 1-25-79 

Phenylbutazone Alka* 100 mg 0.0940 per capsule 1-25-79 

Probenecid* 0.5mg 0.0644 per tablet 1-25-79 

Propoxyphene HCI* 65 mg 0.0317 per capsule 4-24-78 

Propoxyphene HCI w/APC* 65 mg 0.0330 per capsule 4-24-78 

Tetracycline HCl 250 mg 0.0250 per capsule 4-10-78 

Tetracycline HCl, 500 mg 0.0465 per capsule 4-10-78 

%6 *These MAC limits do not apply to unit dose packaging. 
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YOU DESERVE MORE. AND 
YOU CAN GET IT! SUPPORT 
THE NO.1 SELLING COUGH 
MEDICINE IN DRUG STORES? 

& 
g A-H-ROBINS A HROBINS IN 1978, THE ROBITUSSIN* 

FAMILY HAD ITS HIGHEST 
SHARE OF SALES EVER 
IN DRUG STORES* 

C 
EXPECTORANT 

yg COUGH SUPPRESSANT 
EXPECTORANT EXPECTO 
DECONGESTANT 

CTORANT 
NASAL DECONGESTANT 
COUGH SUPPRESSANT 

6-8 Hour 
COUGH CONTROL 

READ NEW INFORMATION] — - 
ON INGREDIENT PANE | READ NEW INFORMATION READ NEW INFORMATION 

NEL ON INGREDIENT PANEL | ON INGREDIENT PANEL 

“Source: Independent Market Research 

EXTRA INCENTIVES AVAILABLE NOW 

EXTENDED 
Off-Invoice Off-Invoice DATING 
Allowance Allowance eh 

on All on All Retail Display Co-Op Advertising 
4 Oz. Sizes 8 Oz. Sizes Allowance** Allowance 

**For qualifying displaying retailers only A.H. Robins Company ! y y 

See your Robins Representative Richmond, Virginia 23220 

Sher obsies sapent a t879 ROBITUSSIN” DOES MORE a RoBING 
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MPhA 
DIVIDEND CHECKS! 
As a participating member in the MPhA 

Workmen’s Compensation Program, 

you can receive a return of the profits 

derived from your annual 

premium. Every year! Up to 35%! 

Interested? Ask Us! 

This plan underwritten by A. D. I. 

Your American Druggists’ Insurance Co. Representative 

MAYER STEINBERG" 
General Insurance Agents and Brokers 

600 REISTERSTOWN RD. BALTO.. MD. 
(301) 484-7000 
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Henry Seidman, Past President of the Alumni Association (left) 

presents Honored Alumnus Samuel Goldstein with a plaque. 
Dean William Kinnard is shown in the foreground. 

Alumni Association 

Banquet and 

Graduation Ceremonies 

Picture courtesy Paramount Photo Service 

} 
Key 

a 

Outgoing Alumni Association President George Voxakis (left) is 
presented a plaque by the new President Bernard Macek. 

JUTE XY, 1979 

The Class of 1929 celebrated its 50th anniversary with a large 

turnout at the banquet held May 30th. 

The Class of 1979 is shown at the School’s Honors Day Convo- 
cation held earlier that same day. 

Madeline Feinberg (center) received the Frank J. Slama Award 

from Lillian Slama (right) and Henry Seidman. 



Lopressor™ 
metoprolol tartrate 

Tablets of 50 mg and 100 mg 
Available in bottles of 100s and 1000s 
and unit dose packages of 100s 

Lopressor 100 
metoprolol tartrate 

ssor™ 50 mg 
ed 

Lopre 
metoprolol tartrate 

moisture. 
Store at 
controled 
room 
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Classified Ads | 

Classified ads are a complimentary 
service for members. 

(send replies addressed: ad no. , M.Ph.A., 

650 West Lombard St., Baltimore, Md. 21201) 

Available From MPhA Office 

Available free to members, notification form to be given to 
patient under drug product selection law. Call Sharon (301) 
727-0746. 

— WANTED — 

Registered Pharmacists 

Due to recent expansion the Rite Aid Corporation 

has full-time positions available in the general 

Baltimore-Annapolis area. 

We offer — 

Competitive Salaries 

Co. Paid Blue Cross-Blue Shield 

Major Medical 

Life Insurance 

Individual Retirement Acct. 

Paid Vacations 

Paid Holidays 

Disability Ins. 

Advancement into Management Level 

Positions 

For information please contact Jim Kirkwood R.Ph. Di- 

rector of Professional Placement at 301-825-8355 (out of 

town call collect) or send resume to: 

Jim Kirkwood 
3110 Quail Hill Dr. 
Midlothian, Va. 23113 

804-744-2924 

— Part-Time Positions Also Available — 

JULY, 1979 

WANTED 

Pharmacist full or part time with managerial experience. Pre- 

fer someone located in the Anne Arundel County Area. Con- 
tact Mr. Nathan Schwartz, South River Pharmacy. 269-0212 

SITUATION WANTED 

PHARMACIST’S GROUP HAS BEEN FORMED 

TO SUPPLY RELIEF FOR VACATIONS OR 

EMERGENCIES. FOR FURTHER INFORMATION 

CALL EITHER LEON LAZARUS, 687-5470, 

OR JERRY KARPA AT 686-3700. 

Part time 15-20 hours per week. Prefer Randallstown section. 

Max Levin (655-6974) 

French Speaking Pharmacist for duty in lesser developed 
countries; long and short term assigns.; Knowledge of drug 
procurement and pharmacy logistics essential; contact 202- 

686-5100. 

WANTED 

Eskabarb Spansul 1/2 grain made by SKF — contact Mark Levi, 
Medical Arts Pharmacy — 837-2696. 

The Baltimore Veteran Druggists Association held its Annual 

Crab Feast on June 20, 1979 at the home of Chris Rodowskas, 
Sr. Not shown is Mark Golibart who took the picture. 
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Bus oat magarynes, fapurbaetk books 

ancl conics dnd dome bo0h I dee eth. 
oF aa ae tee ae 3 

That’s the prescription you can fill again and again for your customers if you have a fully 

stocked magazine department. 

Reading is a tonic for everyone. SELLING the reading material is our specialty. And it 

should be yours because turnover is the name of your game and nothing you sell turns over 

faster or more profitably than periodicals. 

If you’re not now offering periodicals to your customers, you should be. Just ask us how 

profitable it can be. 

And if you do have a magazine department, chances are your operation has outgrown it 

and it should be expanded. 

Think big. The great majority of our customers did more business with us in 1977 than in 1976. 

Get on the bandwagon. Call Phil Appel today at: 

The Maryland News Distributing Co. 
(301) 233-4545 
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AUGUST, 1979 

President's Message 

By the time you read this nearly 100 pharmacists will have met with Baltimore Mayor 

Donald Schaefer at a breakfast meeting. This meeting is significant for two reasons. It shows 

that pharmacists appreciated the assistance they have received from the Mayor over the 

years and especially during the latest crisis with the City contract, and it is further evidence 

that pharmacists are realizing they must become involved in the political process. 

The crisis with the City employees drug benefit program which I have mentioned should 

also serve as an object lesson to Maryland pharmacists. We must be aware that the competi- 
tion among third party administrators for existing benefit plans is very intense. One of the 

methods which these administrators use to outbid one another in this competition is to under- 

cut our dispensing fee for the program which is up for bid. We must guard against this trend 

and speak out when these situations develop. I urge you to write to these third parties, the af- 

fected plan officials (union and management) and send a copy of the letter to the Association 

office expressing your opinion on changes of this nature. In this time when inadequate dis- 

pensing fees in general have not kept pace with our rising costs, it would be a disaster to suffer 

a series of fee cuts due to competition for the business by the third parties. We must all con- 

tinue to forcefully argue for our economic rights as pharmacists. While we cannot collectively 

specify the specific amounts for the dispensing fees, we can collectively voice our opposition 

to policies which are designed to drive pharmacists out of business. 

I would like to again emphasize the emerging beneficial relationship with the chain store 

interests in Maryland. When we can, the Association and the Chains will continue to work 

together on those issues which threaten all of us. 

The Rite Aid Chain has recently concluded an agreement with PDI to pay them Usual and 

Customary charge plus a 25¢ handling fee. I believe this event is of great significance and may 

point the way for other negotiated agreements of this kind for both chains and independents 

with third parties. Drop me a note if you have some thoughts on this matter. 

hed br 
RONALD LUBMAN 



REPORT OF THE MPhA 

M.Ph.A. Chairman of the Board, Richard Parker, 

Sr., delivered the report of the Board of Trustees to 

the House of Delegates during the Association's 
Convention at Tamiment in the Poconos. 

Photo courtesy Paramount Photo Service 
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BOARD Report 

Thank you Mr. Speaker for your kind introduction. 

Since much of the informational reporting will be done 

by others at this convention, I will highlight the activities of 

the Board of Trustees on behalf of the membership. Due to 

the resignation of Paul Burkhart, the Board appointed Bon- 

nie Levin to fill the unexpired portion of his term, and fol- 

lowing the later resignation of Ernie Gregg, we appointed 

Ed Sears to fill his term. The term of Jerry Overbeck, who 

recently moved to Texas, was filled by William Hill. 

At this time I wish to thank those members of the Board 

of Trustees who served promptly and regularly, and whose 

careful attention to the agenda and concise reports allowed 

meetings to come to early conclusion. I also extend my per- 

sonal thanks to David Banta, Sharon Spies, and Mary Ann 

Frank for their diligent efforts in preparing for the meetings 

and disseminating materials to the members. 

The first major concern of this board was the lack of en- 

rollment in the Blue Cross/Blue Shield insurance program 

endorsed by the association. With much labor by the staff 

and cooperation of the Blue Cross representatives, we now 

have a very favorable benefit program to offer members of 

MPhA. 

The next, and the most important task of the Board, was 

the completion and use of the Myers and Stauffer survey of 

prescription dispensing costs. The results were made 

known and accepted by the Department of Budget and Fis- 

cal Planning, but they were never given the consideration 

necessary to increase the dispensing fee to the proper 

amount. Instead, the increase was only to $2.55 effective 

July 1, 1979, which is less than the rate of inflation. After 

considerable time and expense attempting to influence the 

administration, several pharmacists filed suit against the 

Secretary of Health and Mental Hygiene and the Secretary 

of HEW. They were joined in the suit by Pharmpac of 

Maryland and the Complaint has been filed in the U.S. Dis- 

trict Court. It is hoped this new administration in the State 

will pay heed to our plight. 

The association met with many individuals and agencies 

during the past year in addition to the Department of Budget 

and Fiscal Planning. Many of these meetings will be re- 

ported elsewhere and include the meetings with Med-Chi 

concerning auxiliary labeling, and proper labeling by all dis- 

pensers of drugs. Meetings were held with law enforcement 

agencies to cooperate in control of prescription forgeries 

and drug abuse. One meeting with the Medicaid Audit staff 

resulted in a change in the manner of recovery on dis- 

crepancies in billing and saved a member $1 ,000 in bill-back 
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to the Membership 

The Year in Review 

charges. During the past year the Board of Trustees took 

actions approving the following: 

1. Committee appointments made by President Yaffe. 

2. Legislative program submitted by legislative commit- 

tec: 

. Continuing education programs for Swain Seminar and 

regional meetings. 

4. Fund raising program at Colony 7 Dinner Theatre. 

5. Finance committee report and budget for 1979. 

6. Increased insurance coverage on Kelly Building and 

contents. 

7. Scholarship fund surcharge of $2.00 per member on 

dues billing. 

8. Final draft of proposed Hospital Pharmacy regulations 

submitted by MSHP. 

9. MPHA/ASCP liaison committee. 

10. Recognition of MACDS as recognized body with seat 

in House of Delegates. 

11. Recognition of Joint Committee on Women in Phar- 

macy, MPHA/MSHP. 

12. Cooperation by Mr. Banta with Committee on Pro- 

fessional Practices. 

13. Concept of one consumer member of all Health Care 

licensing boards. 

14. Renewal of contract with Executive Director Banta 

through June, 1980 convention and setting guidelines 

for other benefits and association related expenses. 

15. Intervention by legal counsel, Joseph Kaufman, on be- 

half of the pharmacists throughout Maryland in Show 

Cause actions brought by Division of Drug Control 

against two pharmacists for record keeping violations. 

We recently met with Dr. Charles Buck, Secretary of 

Health and Mental Hygiene, where the issues of Medicaid 

Fee, pharmacist extend role in health care, heavy enforce- 

ment tactics of Drug Control, and need for open lines of 

communication were discussed. The meeting seemed fruit- 

ful and I wish to thank Joe Kaufman for his efforts on our 

behalf at this, and other meetings these many years. I would 

also like to congratulate Joe on his election to the office of 

Honorary President. My thanks are also extended to David 

Banta and his staff of office workers, Sharon Spies and 

Mary Ann Frank, for the friendly and courteous manner in 

which they have treated me. A separate congratulation to 

David Banta for his winning entry in the 1979 Sandoz Medi- 

cal Journalism competition for State Pharmacy Journals. 

Early in the year we presented a plaque to the WCAO 

station in appreciation of public affairs programming for 

eS) 
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Pharmacy. Our thanks to Charlie Spigelmire for his con- 

tinued dedication to the profession. 

We thank the Board of Pharmacy for it’s continued hard 

work to make our profession a better place to practice and 

especially for it’s actions to complete the regulations per- 

‘mitting transfer of prescription copies and pending security 

and equipment regulations. We congratulate Paul Freiman 

as recipient of the Bowl of Hygiea award for 1979. 

Our thanks, also to Dean William Kinnard and the staff 

of the University of Maryland School of Pharmacy, for 

close cooperation with the Board of Trustees and for the 

Continued efforts to be frontrunners in new professional 

concepts. We congratulate Dean Kinnard on his appoint- 

ment to the Institute of Medicine, National Academy of 

Science. We thank the officers of MSHP for the harmoni- 

ous manner in which we have worked these past two years 

or more and congratulate Clarence Fortner on receiving the 

Purdum award. The SAPHA branch at Maryland is a hard 

working group and travels the continent to be a part of As- 

sociation activities. Recent screening of hypertension was 

performed on approximately 1000 persons with credit to the 

profession. We congratulate Ruth Blatt on this activity and 

for winning first place tie on her project ‘*Optimizing results 

of Drug Therapy’’ which was printed in the Maryland 

Pharmacist after presentation in the AACP National Com- 

petition. 

My personal observations at this point. It is gratifying to 

note the substantial increase in membership and the return 

of this association to fiscal responsibility. The very capable 

leadership of Mel Rubin during his years of President and 

Chairman of the Board resulted in the securing of David 

Banta from Indiana. They, more than any other, have 

brought us an association in which we can be proud. My 

sincere personal thanks to you both. I also wish note the 

continued hard work of President-Elect Ron Lubman and 

the successful trips and conventions he has orchestrated. | 

wish for you a very successful and rewarding year. And al- 

though I acknowledge the actions performed for the associ- 

ation by your committees, I express my thanks to you as a 

group for a job well done. Lastly, I thank the Bloom family 

for the many services performed on behalf of MPhA. 

Respectfully submitted, 

Richard D. Parker 

Chairman 



MAYER ano STEINBERG 

1959 to 1979 COULDN'T 
HAVE DONE IT WITHOUT YOU. 

INSURANCE AGENTS & BROKERS 

MAYER AND STEINBERG INC. 

BUSINESS e PROFESSIONAL e PERSONAL 

600 Reisterstown Road e Pikesville, Maryland 21208 e 484-7000 9 

YOUR AMERICAN DRUGGISTS’ INSURANCE CO. REPRESENTATIVE 
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We've Joined Hands to Offer You 

A Complete Buying Program 
el Greater Profit. x 

vas 

cos) 
97 Years of Reliability 1 Year New & Growing 

F.A. DAVIS & SONS, inc. § DAVIS & CALVERT, wc. 
DISTRIBUTING COMPLETE LINES OF: DISTRIBUTING COMPLETE LINES OF: 
e Cigarettes le Pharmaceuticals for 
e Tobaccos hospitals & pharmacies 

e Candy e Health & Beauty Aids 

e Sundries e ASTRO Merchandising 

e Health & Beauty Aids _ & Advertising Program 
e Groceries 

1111S. PACAST., BALTO., MD. 21230 {901 CURTAIN AVE., BALTO., MD. 21218 
PHONE: 685-3900 PHONE: 467-2780 

Now YOU Can Consolidate All 

Your 

Purchases With Two Creative and 
Innovative Companies and SAVE! 
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Board of Pharmacy Report 
to the Association 

Delivered by 
Board Secretary Paul Freiman 

at the MPhA Convention 

In compliance with the provisions as set forth in Section 

258 of Article 43 of the Annotated Code of Maryland, this 

report is submitted to the Honorable Harry Hughes, Gov- 

ernor of Maryland and to the Maryland Pharmaceutical As- 

sociation. This is the seventy-sixth report to the Governor 

and the sixty-sixth report to the Association. The report 

covers the activities of the Maryland Board of Pharmacy for 

the fiscal year ending June 30, 1979. This report is also being 

submitted to the Secretary of Health and Mental Hygiene, 

the McKeldin Library of the University of Maryland, the 

Enoch Pratt Free Library, the Department of Legislative 

Reference, the Hall of Records, and the State Library. 

PERSONNEL 

During the year the Board held seventeen meetings, 

seven of which were held at the School of Pharmacy of the 

University of Maryland, for the purpose of conducting ex- 

aminations for registration of pharmacists. 

Bernard Lachman was elected President and Paul 

Frieman was elected Secretary-Treasurer of the Board. 

Roslyn Miller is the Administrator; Karen Richardson 

is the Steno-Clerk III and the Steno-Clerk II position is 

vacant. 

EXAMINATION 

The Board conducted two examinations for registration 

of pharmacist during the fiscal year. They were held at the 

School of Pharmacy of the University of Maryland on Sep- 

tember 27, 28 and 29, 1978 and June 5, 6, 7 and 8, 1979. 

There were 35 applicants for the Board in September. 

Twenty passed both the theoretical and practical portions 

of the examination and were subsequently registered. Fif- 

teen failed the examination. Having previously passed the 

theoretical portion of the examination, one candidate took 

the practical examination in September. The candidate 

passed and was subsequently registered. 

Data relative to the June, 1979 examination is not avail- 

able at this time. 

The Standard Examination of the National Association 

of Boards of Pharmacy was given, which consisted of the 

following subjects: 

Chemistry 

Pharmacy 

Mathematics 

Pharmacology 

Practice of Pharmacy 

Laboratory 

Jurisprudence 

The Jurisprudence examination which was compiled by 

a member of the Board was given as a part of the practical 

portion of the examination, as well as the compounding of 

three prescriptions per applicant. 

The following table shows the number of pharmacists 

who were registered by examination during the past ten 

years: 

Number of 

Year Pharmacists 

1969-1970 93 

1970-1971 ie 

1971-1972 133 

1972-1973 96 

1973-1974 111 

1974-1975 ihe 

1975-1976 109 

1976-1977 166 

1977-1978 150 

1978-1979 21 

As in the past many pharmacists applied for reciprocal 

registration in Maryland in order to accept position with 

their employers who are opening stores in Maryland. Those 

applicants who did not meet our requirements concerning 

practical experience prior to or after registration were ad- 

vised that they must take our practical examination in order 

to verify their qualifications. 

In all cases an applicant for reciprocal registration must 

appear for a personal interview. The entire Board must act 

on whether or not to grant registration to such applicants, 

who must sign an agreement to comply with Maryland’s 

laws pertaining to drugs and pharmacy. 

The following table shows the number of pharmacists 

granted registration by reciprocity and the number who 

were certified to register by reciprocity in other states dur- 

ing the past ten years. 

Fiscal Year Reciprocity __ Certification 

1969-1970 TAS) 40 

1970-1971 92 26 

1971-1972 67 35 

1972-1973 94 57 

1973-1974 88 63 

1974-1975 76 45 

1975-1976 89 44 

1976-1977 78 68 

1977-1978 91 Lh 

1978-1979 Ws 42 

Total 863 497 

The table shows Maryland gained 366 pharmacists by reciprocity 
during the past ten years. 
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New permits to operate a pharmacy were issued to 46 

firms for 1979 Fiscal Year. 

PHARMACY PERMITS 
Location 

Counties: 
Anne Arundel 

Baltimore 

Carroll 

Cecil 
Frederick 

Garrett 

Harford 

Howard 

Montgomery 

Prince George's 
Queen Anne's 

Washington 
Worcester 

1978-1979 

Fe =H Oh HWHNMYH WHOA 

County Totals 31 

Baltimore City ss 

State-wide Totals 46 

MANUFACTURERS’ PERMITS 

New permits to manufacture drugs, medicines, toilet ar- 

ticles, dentifrices or cosmetics during 1979 were issued to | 

firm. 

DANGEROUS DRUG DISTRIBUTORS’ PERMITS 

The Board issued 10 new permits to sell, distribute, give 

or in any way dispose of dangerous drugs during 1979. 

LEGISLATION 

The following legislation which effects the profession of 

pharmacy either directly or indirectly was enacted by the 

1979 Maryland General Assembly and signed into law by 

Governor Harry Hughes. 

List of the Bills That Were Passed by 

Both Houses of the Legislature 

Bill No. 518 — Courts — Convictions of Pharmacists 
Purpose Requiring the courts to report convictions of pharmacists 

who have committed certain crimes. 

Bill No. HB 960 — Generically Equivalent Drugs 
Purpose Altering the requirement for passing on savings to con- 

sumers when a pharmacist fills a prescription with a lower 

cost drug; limiting the liability of pharmacists far certain 

acts under this section; requiring the Department of Health 
and Mental Hygiene to establish certain drug formularies; 

providing for the revision and distribution of the for- 
mularies; and requiring the Department to educaie the 
public concerning the provisions of this Act, if necessary, 

and to monitor the effects of the Act. 

Bill No. HB 1816 — Butyl Nitrite 
Purpose Providing that it is unlawful to inhale excessive quantities 

of butyl nitrite so as to cause excitement, stupefaction, or 

certain other conditions; providing, by reference, that it is 

unlawful to distribute or possess with intext to distribute 

this substance to minors for certain purposes; making it 
unlawful to instruct a minor in the use of unlawfully inhal- 

ing this substance; generally relating to the use and dis- 

tribution of butyl! nitrite; and declaring this Act to be an 
emergency measure to take effect from the date of its pas- 

sage. 

Bill No. SB 486 — Drugs — Labeling 
Purpose Requiring certain persons to label certain medications 

with certain information in certain circumstances; and 

creating exceptions for certain medications dispensed by 

certain persons in certain circumstances. 
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List of Bills that were Introduced, but Did Not Pass 

Both Houses of the Legislature 

Bill No. Short Title 

HJR 10 Pharmacists — Administering Tests 

HB 423 Pharmacy Assistance Program — Financial Eligibility 

HB 457 Medication — Elderly Patients 

HB 519 Pharmacists — Continuing Pharm. Education 

HB 955 Pharmacy Assistance Program — Eligibility Guidelines 

HB 1375 Regulatory Boards — Consumer Representatives 

HB 1815 Butyl Nitrate — Controller Dangerous Substances 

SB 51 Patient Medication Profile System 

SJR 14 Members of Boards & Commissions — Salary 

SB 450 Prescription Drugs 

SB 961 Health & Mental Hygiene Boards 

SB 962 Medicaid — Reimbursements for Prescriptions 

RULES AND REGULATIONS 

10.34.04 Transfer of Prescriptions Between Pharmacies 

was promulgated in the Maryland Register, Volume 6, 

Issue 9 on May 4, 1979. These regulations facilitate the 

transfer of prescriptions from one pharmacy to another. 

DISCIPLINARY ACTIVITIES 

The Board of Pharmacy receives complaints from the 

public concerning problems with the Board’s licenses. Dur- 

ing the first half of the fiscal year 1979, 47 complaints were 

received. There were a wide range of complaints which var- 

ied in severity. The most common complaints were for pre- 

scriptions being filled incorrectly or being mislabeled. 

COOPERATIVE ACTIVITIES 

The Board maintained membership in the National As- 

sociation of Boards of Pharmacy. The annual meeting of the 

Association was held in Chicago, Illinois on April 28 — May 

2, 1979. The Board was represented by Mr. Bernard 

Lachman, Ms. Estelle G. Cohen, Mr. Leonard J. Demino 

and Mr. Robert E. Snyder. 

The Board also maintained membership in the Confer- 

ence of Boards and Colleges of Pharmacy of the National 

Association of Boards of Pharmacy, District Number Two, 

comprised of the states of New York, New Jersey, 

Pennsylvania, Delaware, Maryland, the District of Colum- 

bia, Virginia and West Virginia. 

The Board maintained cooperative activities with the 

State Department of Health and Mental Hygiene, the 

School of Pharmacy — University of Maryland, the Mary- 

land Pharmaceutical Association, the Federal Drug En- 

forcement Administration, the Food and Drug Administra- 

tion, City, County and State Police and all boards and 

pharmacy schools throughout the country. 

FINANCES 

All funds of the Board of Pharmacy are deposited to the 

credit of the Treasurer of the State of Maryland and dis- 

bursements covering the expenses of the Board are paid by 

voucher by the State Comptroller. 

FINANCIAL STATEMENT 

Date relative to the financial statement will not be avail- 

able until July or August 1979. 



OTHER ACTIVITIES 

In addition to the President Bernard Lachman and Sec- 

retary Paul Freiman, the Board consists of the following 

commissioners: Ralph Quarles, Robert Snyder, Leonard 

DeMino, Anthony Padussis, and Estelle Cohen. All the 

commissioners are registered pharmacists in the State of 

Maryland with the exception of Mrs. Cohen, who is a con- 

sumer (public) member of the Board. 

During this year the Board published a newsletter which 

was distributed to all Pharmacists registered in Maryland. 

Although, due to budgetary restrictions, only one issue was 

distributed. The Board is hopeful of publishing a newsletter 

in 1980 on a quarterly basis. 

At the initiation of the Board, Division of Drug Control 

has been inspecting State institutions to determine if in- 

mates are receiving the benefit of proper pharmaceutical 

service, and if proper safeguards are being used to assure 

proper distribution of prescription drugs. As a result of 

these inspections, the Board is pleased that two penal insti- 

tutions have applied for Pharmacy permits, thus eliminating 

a potentially dangerous situation. 

The president and secretary of the Board had the oppor- 

tunity to meet with Dr. Charles R. Buck, Jr., Secretary. As 

a result of this meeting the Board feels that a better working 

relationship has been established between the Board and 

the Department of Health and Mental Hygiene. 

Through the efforts of Ms. Roslyn Miller, Adminis- 

trator, a Procedural Manual for the Board of Pharmacy has 

been developed. As stated in the manual the purpose is to 

describe the operation of the Maryland Board of Pharmacy, 

the Board’s relationship to other departments within the 

Department of Health and Mental Hygiene, and the proce- 

dures used by the Board to relate to these other depart- 

ments. 

The Board during the year has been able to respond 

promptly to queries and complaints from other registrants 

and interested consumers. All correspondence received by 

the Board is usually answered within two weeks of receipt, 

unless it requires Board action. 

The Board cooperated with the State of Maryland 

Commission to Revise the Annotated Code. As a result of 

meeting with the Commission, and active participation in its 

deliberations, the revised section on ‘‘Pharmacists and 

Pharmacies” should be ready for presentation to the Mary- 

land General Assembly at its next session. 

In addition to the added items as stated, the Board par- 

ticipated in many activities to numerous to mention. All of 

the Commissioners actively participated by serving on var- 

ious Committees appointed by the president, attending 

numerous meetings throughout the State, and being avail- 
able for consultations and special meetings when neces- 
sary. 

LETTERS 

Dear Governor Hughes: 

The American Pharmaceutical Association, the national 

professional society of pharmacists with more than 55,000 

members, strongly urges you to add pharmacists to those 

health care professionals now exempt from the Maryland 

odd-even gas rationing plan. This would be consistent with 

the precedent established in 1973 when pharmacists, physi- 

clans, and nurses were exempt from the Maryland odd- 

even gas rationing plan adopted that year. 

By not including pharmacists in the medical exception 

to the gas rationing plan, Maryland is at most achieving only 

a negligible gas savings, at the sake of endangering the 

health and safety of Maryland residents. The state of Mary- 

land currently has only 3,000 practicing pharmacists serv- 

ing the health and drug needs of more than four million 

Maryland residents. Pharmacists must have adequate and 

reliable supplies of gasoline in order to deliver necessary 

medications to patients, many of whom are bed-ridden and 

thus not able to come in to the pharmacy to obtain their own 

medications. Furthermore, pharmacists must have a con- 

sistent source of gasoline if pharmacists are to be available 

in the pharmacy to meet the emergency drug needs of their 

patients who are able to come in to the pharmacy. We have 

had reports from our members that due to the long and often 

unusual hours which pharmacists work in order to be avail- 

able to their patients, the odd-even gas rationing plan often 

puts them in the situation of being available to obtain gaso- 

line only at times when no gasoline stations are open. It is 

not unusual for pharmacists — like physicians — to receive 

calls from patients needing emergency health services in the 

middle of the night or early morning hours. If pharmacists 

have no gasoline for driving to the pharmacy to dispense 

needed drugs, they will be helpless to fill such emergency 

health needs, and the health and life of Maryland citizens 
will be endangered. 

The pharmacists of Maryland should not be kept from 
fulfilling the health care needs of your citizens. Therefore. 
we strongly urge you to once again include pharmacists 
among the health care professionals excluded from the re- 
quirements of your state’s odd-even gas rationing plan. 

Sincerely, 

William S. Apple, Ph.D. 

President 

Dear David: 

Just a note to reiterate that pharmacists in Maryland 
Should make certain that their patients are properly in- 
formed when generic drugs are dispensed as substitutes for 

Respectfully submitted, 

brand name drugs and that the patient enjoys a monetary 
benefit from product selection. Thank you. 

Paul Freiman 

Secretary-Treasurer 
Sincerely 

Estelle G. Cohen, Commissioner 

Maryland Board of Pharmacy 
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IN 1978, THE ROBITUSSIN® 
FAMILY HAD ITS HIGHEST 
SHARE OF SALES EVER 
IN DRUG STORES* 

*Source: Independent Market Research 

YOU DESERVE MORE. AND 
YOU CAN GET IT! SUPPORT 
THE NO.1 SELLING COUGH 
MEDICINE IN DRUG STORES* 

Pa 
AH ROBINS 4 AWOBINS | Mf AH ROBINS AH ROBINS 

Robitussin ime 
(GUAIFENESIN SYRUP, NF) 

EXPECTORANT 

EXPECTORANT 
DECONGESTANT non-narcotic 

Cough and 
. Nasal Stuffiness 
Formula 

EXTRA INCENTIVES AVAILABLE NOW 

12% 
Off-Invoice Off-Invoice 
Allowance Allowance 

EXTENDED 
DATING 

on All on All Retail Display Co-Op Advertising 
40z. Sizes 8 Oz. Sizes Allowance** Allowance 

**For qualifying displaying retailers only 
See your Robins Representative 

A.H. Robins Company 

Richmond, Virginia 23220 

SRC ino ROBITUSSIN * DOES MORE TE 
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More than a program, 
a commitment to pharmacy. 

A commitment with a 
6-year history 

Each year, for the past 6 
years, B.W. Co. has sponsored a 
scholarship fund program. And for 
good reason. We believe that com- 
mitment 
begins and 
ends with 
active 
involvement. 
And what 
could be 
more important to the future of 
pharmacy than today’s pharmacy 
students. 

A commitment with a 
$442,000 reality 

In 1979, B.W. Co.® will distrib- 
ute $117,000 towards this year’s 
Pharmacy Education Program. 
This will bring the total number of 
awards for the past 6 years up to 
$442,000. 
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A chance for 156 
harmacists to win a 
750 grant for their 

favorite pharmacy 
schools 

Three registered pharmacists 
from each state, plus D.C. and 
Puerto Rico, will have the opportu- 
nity to present, in their own 
names, a $750 education grant to 
the pharmacy col- 
leges of their choice. 
These grants 
express the B.W. Co. 
commitment to your 
profession by help- 
ing deserving phar- 
macy students complete their 
studies. Every registered pharma- 
cist in the country is eligible, 
including those in D.C. and Puerto 
Rico. 

Drawings to be held at 
the N.A.R.D. Convention 
Convention dates: Week of 
October 15, 1979. 
Location: Las Vegas, Nevada. / 
You need not be present in / a= 
order to win. 

Winners will be 
publicly announced 

Your generosity will be pub- 
licly acknowledged in your commu- 
nity by a press release. Hach 
winner will receive a suitably 
inscribed plaque in commemora- 
tion of his grant. 

fo 

A commitment to 
continue these BW. Co. 
pharmacy programs 
w Product liability protection policy 

for pharmacists properly dis- 
pensing B.W. Co. products. 

g Liberal “Returned Goods” policy. 
a Kducation programs for practic- 
ing and student pharmacists. 

w Wellcome Trends in Pharmacy, a 
news periodical of important pro- 

fessional developments. 
a The Silas M. Burroughs 
Memorial Fellowship 
and The Henry S. 
Wellcome Memorial 
Fellowship, granted for 
graduate research in 
pharmacy. 

= Summer employment for under- 
graduate pharmacy students at 
our production facilities in 
Greenville, North Carolina. 

A commitment to continue 
producing fine quality products 

you can recommend such as: 
m Sudafed® 
Tablets/Syrup 

a Neosporin® 
Ointment 
a Polysporin® 
Ointment 

Everyone who enters 
will receive a pharmacy 
tile plaque—a gift with 
a300-year history. 
Watch your mail for entry blanks. 

K 
Wellcome 

Burroughs Wellcome Co. 
Research Triangle Park 
North Carolina 27709 



1978-79 MPhA President Stanley Yaffe (left), presents a plaque 

to the Association's Honorary President Joseph Kaufman. 

MphA 

June 24-28, 1979 

C. Earl DeRamus, Manager of Customer Affairs for 

Sandoz (left), presents the first place Medical 

Journalism Award to David Banta for the Maryland 
Pharmacist. 

Pal 

1979-80 MPhA President Ronald Lubman (right) presents the Past 
Presidents plaque to outgoing President, Stanley Yaffe. 

l4 

Sports played a large part of the success of the Convention in 

nearly perfect weather. Excitement was generated when Pharma- 

cist Abe Glazer performed CPR on a fellow golfer who had col- 
lapsed with an apparent heart attack. Abe is credited with saving 
his life. 

e%e eee 248 #86 cee ry 
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Sharon and Jim Spies handled the registration chores as members 
and families checked in at the beautiful Pocono resort. 
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Convention Pictures 

Tamiment in the Poconos 

Picture courtesy Paramount Photo Service 

Nag § 
eh.. 4 

S| . hw 

President Ronald Lubman receives a special surprise award from John Steighner from Geigy presents Mrs. Sonya 
LAMPA Program Chairman Mrs. Arlene Padussis (center), and Yaffe with the 1979 Pharmacists Mate Award atthe 
LAMPA President Mrs. Charlotte Reznek. The Award will be on dis- Convention Banquet. 
play at the Kelly Memorial Building. 

The popular Presidential Reception following the nightclub enter- Disco Lessons anyone? Part of the special entertainment provided 

tainment spilled out into the hallway. by Tamiment for the MPhA Convention. 
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Convention Banquet Toastmaster Philip 
Cogan presided over the festivities. 

Photo courtesy Paramount Photo Service 

Clifford Woodbury of Woodbury and Asso- Dr. Maria L. Bergamo, Assistant Director of Margaret Jack, Senior scientist in the De- 
ciates provided a valuable and entertaining Professional Services for Hoffman- partment of Pharmacokinetics and Bio- 
program on communications and motiva- LaRoche discussed the benzodiazepines pharmaceutics for Hoffman-LaRoche, out- 
tion. and their future. lined the factors in bioavailability studies. 

Convention Banquet Grand Marshall Charles Spiglemire (left) pre- Ray Langston of the A.H. Robins Company (left) presents the Bow! 
sents a special award to outgoing Speaker of the House, Milton of Hygeia award to Paul Freiman (center) with Association Presi- 
Sappe (right) dent Stanley Yaffe (right). 
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BEFORE HE CAN LOG 
ONE HOUR WITH YOU... 

80 HOURS: 
TRAINING SEMINARS 
The Roche Career Develop- 
ment Training Center utilizes 
the latest in educational 
technology to provide special- 

ized instruction on each major’ 
product. Medical expertise is 
brought into the classroom 
through live lectures, closed 
Circuit videotapes, audiotapes 
and computer learning 
systems. 
Through this innovative 

multimedia approach, 
trainees learn the pharma- 
cology of Roche and competi- 
tive products. They learn to 

Po argc ciferodtbte the diel 
medications are indicated 

Members of the Roche Sales Force must undergo an intensive from those for which they 
training program before representing the company. would not be appropriate. 

Trainees are expected to become completely knowledgeable 
about all Roche products and their major competitors. They learn 
the etiology of the diseases for which Roche medications are 
indicated, and the anatomy, physiology and pathology of the body 

systems involved. 

# Training begins with a home study 
= program using standard medical texts 
i\ and audiotapes. At the same time, 
3 representatives participate in 

preceptorships with physicians, 
pharmacists and 

wholesalers in order to 
gain insight into the daily 
activities of our customers. 

_They receive practical 
1g on-the-spot training 

from experienced sales 
personnel and instruction 

™,on Roche policies and 
— procedures from field 

managers. 
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40 HOURS: 
COMMUNICATION 
TRAINING 
This innovative pro- 

gram draws on 
modern communi- 
cation techniques 
to increase inter- 
personal skills. Trainees \ yl 
practice these newly acquired ~~ ‘ 
skills in role-playing situations. = 
They learn how to uncover the 
needs of each individual customer 
and to effectively relate how specific 
product features address these needs. 

250 HOURS IS JUST THE BEGINNING 
250 hours represent only a fraction of total training time because 
most phases described deal with only one or two Roche products. 

When one cycle is completed a new one begins, covering other 
products. This process is repeated until all major Roche products 
are included. Total training time may therefore exceed 700 hours. 

And learning doesn't stop when the training period ends. 
All Roche Representatives are involved in an annual recertification 
which reaffirms their Knowledge in pertinent areas. Representa- 
tives must score at least 80% on the annual test: The Advanced 
Qualification Program. 

Roche Representatives stay well informed to meet the 
d ever-changing challenge of serving the medical and pharmacy 

community. 

10 HOURS: TESTS 

caaceer~ HE LOGS 250 Every step of the way, trainees 
are checked to be sure they 
have properly assimilated the 
information presented to them. 

Evaluations are made on the 

basis of oral and written tests ® 
and on the trainee's perform- 
ance In ‘role-play’ selling AT ROCHE, THE PURSUIT OF EXCELLENCE IS A WAY OF LIFE. 
Situations. 

Trainees are expected to 
score at least 80% on standard ROCHE LABORATORIES 
written tests. Opportunity is Division of Hoffmann-La Roche Inc 
allowed for review and re-testing Nutley, New Jersey 07110 
until every representative can 
meet the standards. 
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Add Another 
3 Hours 
To Your Day... 
without spending another minute 
in your store preparing. writing 
and calling in orders! 

CUT ORDER TIME TO SECONDS ORDER 200 ITEMS IN 1 MINUTE... 
WITH OUR DIRECT ORDER ENTRY _ Allorder information is at your fingertips on 
SYSTEM. pre-printed shelf labels for easy order input. 

You won't waste another moment looking 
up item numbers, descriptions, strengths, 
NDC numbers, sizes, etc. Simply press the 

buttons and your order is recorded on the 

unit's cassette tape. Then, at your conve- 

nience, just dial the phone and your order is 

quickly and accurately transmitted over 

ordinary telephone lines into our central- 

ized computer. Imagine—a 200 item order 

can be transmitted in just 60 seconds... 

from start to finish! 

Throw away the want book, stop writing 

those nervous little notes to yourself— 

Direct Order Entry is here to make your life 

easier! 

Now, this time-consuming chore can be cut 
to split second efficiency with our Direct 

Order Entry System. In a fraction of the time 
you spend every day compiling and placing 

orders, this system can perform many func- 
tions for better control of your business. 

0000203553 
Cia O3 

{Ea 17 

L ATCC oe fig se 
¢C wit ouR=PRT 

Rx Oeaant | 1.47 One 

PRICE STICKERS... complete with ali information 
for placing your order. 

DON’T WASTE ANOTHER MINUTE 

MAXIMUM PROFITABILITY 
Time is money. And Direct Order Entry frees 
up more of your time so you can be doing 

the things that produce the greatest profit 

r 

START CUTTING CORNERS HERE. 

TELL ME MORE ABOUT 

| 
| 
| 

for you. | DIRECT ORDER ENTRY SYSTEMS. 

l The Drug House, Inc. 
An Alco Standard Company 

THE DRUG HOUSE, INC. | 600 S. 17th St., Harrisburg, Pa. 17105 
An Alco Standard Company | Attn: W. W. Hensel, RCS Dept. 

| 
[= NeneS ae =: eee 

R) | Pharmacy : a 

| Address : = a — a 

| City . State Zip - 

Phone Area Code (_) 5 eee Sees 
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Executive Director’s 

Annual Report 

The year just past was a very successful 
one for the Maryland Pharmaceutical As- 
sociation. In all of the ways that we can 

measure growth and progress, the Associa- 

tion has recorded gains. I believe this suc- 
cess can be attributed to the hard work and 

dedication of the Officers and Trustees and 
especially to the efforts of President Stanley 
Yaffe. 

Although I know that others will report in 

some detail on the strides we have just 
made, I would like to point out a few of the 
events which I believe, from my perspec- 

tive as Executive Director, will have some 
lasting impact upon the profession. 

The Association showed significant gains 
in the number of members who paid their 

dues early in the year. This trend coupled 

with the vigorous membership promotion 

campaigns planned by the Membership 
Committee, has meant that the Association, 
at the half year point in the membership 
year, now has more members than we had 

in all of 1978. The Association through the 
Finance and Budget Committee, was again 
successful in holding down costs with a bal- 
anced budget while building up the essential 
Association reserves. 

Maryland has been a legislative leader in 
pharmacy in the past and this year proved 

to be no exception. The MPhA is making 
national trade news with the passage of HB 
960 which goes into effect July 1,. 1979. 
Maryland thus becomes the first state to 

pass the language of the Model FTC act al- 
lowing for the Pharmacist to retain a portion 
of the cost savings when drug product selec- 

tion is practiced, and removing liability 
from the pharmacist. In general, it was a 
very successful year which saw the defeat 
of all the bills which we opposed and the 

passage of nearly all that we supported. 

Again, Maryland Pharmacy made 

national news. PharmPAC filed its 6.4 mil- 
lion dollar law suit against HEW and the 

Department of Health and Mental Hygiene. 
Win or lose, I think it shows that Maryland 

Pharmacists are willing to stand behind 

their principles. The .10¢ increase in the 
dispensing fee under the medicaid program 

was an insult when one considers the data 
from the Myers and Stauffer Survey. 

I believe that one of the personal objec- 

tives of President Yaffe was to undertake a 
campaign to assist pharmacists who called 

upon the Association in such a way that 

members and non-members would see that 
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the Association is a resource for problem- 

solving. Stan’s idea has been realized over 
and over again. This year saw the Associa- 

tion accomplish many of the unheralded 
“little victories’ to go along with our big 
victories. Yet these little victories were the 
ones that seemed to be most appreciated by 
the Pharmacists we were able to help. 

The most publicized example of the As- 
sociation coming to the aid of its members, 
started almost a year ago when this House 

of Delegates passed a resolution addressing 

the difficulties encountered by Pharmacists 
Neal Jacobs and Abe Glaser with the Divi- 

sion of Drug Control. While the Association 
is still watchful of the causes which culmi- 
nated in this activity against these mem- 
bers, | am happy to report that charges 
apparently have been dropped against them 

both. The Association’s attorney, Joe 
Kaufman, has worked on these cases and 
I’m sure you will hear more about them. 

I am pleased with the expansion and sta- 

bility of the Association’s endorsed Blue 

Cross/Blue Shield Major Medical Health 
Insurance Plan. It has proven to be one of 
our most popular programs and one which 

has helped us recruit new Association 

members. 
Another big victory occured when the 

Maryland Pharmacist, our monthly jour- 

nal, won the Sandoz Medical Journalism 

Award for outstanding state pharmaceu- 
tical publication. 

We have continued the project of revital- 

izing the Kelly Memorial Building and mak- 
ing it available for the use of pharmacy 
groups. In addition, this year we were 
pleased to have an extern, Ruth Sammel 

Blatt, study Association management with 

the staff. 
Some accomplishments are just as impor- 

tant as the ones I have just mentioned but a 

little more difficult to define. I believe that 
an important trend in Maryland Pharmacy 
is the continually improving relations 

among all segments of this profession. I 

have seen greater cooperation before the 
legislature, among liaison groups and in the 

communications between pharmacy groups 

in this state. | am very encouraged by this 

trend and hope that we may foster its 
growth for the benefit of all. 

As an example, the University of Mary- 
land School of Pharmacy, The Maryland 

Society of Hospital Pharmacists and the 

Maryland Pharmaceutical Association have 

Executive Director David Banta addresses 

the House while Speaker Milton Sappe looks 
on. 

jointly formed the Maryland Continuing 
Education Coordinating Council. This im- 
portant cooperative effort will help us 

evaluate and provide for the professional 
continuing educational needs of Maryland 

Pharmacists. I believe it is a significant step. 

In addition, at last year’s convention, an 
announcement was made before this body 

that a number of pharmacists and pharmacy 

students were contemplating the formation 
of a women in pharmacy organization. This 

past year has seen the development of such 

a group as a joint committee of the MPhA 
and MSHP. 

While these accomplishments are im- 

pressive, I think we can all agree that much 
more needs to be done. I would hope that 

the Association will emerge from this con- 

vention buoyed by a sense of optimism and 

yet challenged to accomplish even more in 
the course of the next year. I hope to stand 

before you next year and report even more 

gains for pharmacy. We can do this and 

more, if we work together for the benefit of 
all through a strong Maryland Pharmaceu- 

tical Association. 



Lopressor” 
metoprolol tartrate 

Tablets of 50 mg and 100 mg 
Available in bottles of 100s and 1000s 
and unit dose packages of 100s 

Lopressor™ 100 
7. 

metoprolol tartrate 

NOC 0028-0057 -01 

Lopressor ’ 
metoprotol tartrate 



Pharmacy Pride at the School 
In a talk several years ago I compared the practice of 

pharmacy with the City of Baltimore. Both were elegant la- 

dies of the past who had seen their ups and downs, are pas- 

sing through a time of rejuvenation, and have the distinct 

possibility of an exciting future. Just as Baltimore is being 

revitalized through the efforts of many individuals and 

groups, we need to work in a joint effort to insure the 

soundness of our profession. | want to use this opportunity 

to indicate that the School wishes to work with you in that 
effort since we obviously have the same goals, even though 

our immediate priorities might differ from time to time. 

Now is a very appropriate time for all of us to consoli- 

date our resources and work toward the improvement of 

our profession. The Maryland Pharmaceutical Association 

is enjoying very dynamic and innovative leadership. The 

Board of Pharmacy has a membership that is unexcelled 

when compared to past years. The School of Pharmacy, | 

am proud to say, has one of the finest faculties in the coun- 

try and anexcellent group of students. 

I hope that the School can make a major contribution to 

the future of the profession, and in doing so be more re- 

sponsive to the needs of the practitioner. We have reor- 

ganized our faculty so that we can more effectively deal 

with practice needs. We look forward to collaborative ef- 

forts with the State Associations in the provision of continu- 

ing education. The School will devote increased efforts to 

generate model programs and attract research support on 

issues related to the practice of our profession, and indeed 

Dr. Frank Palumbo and co-faculty members have attracted 

to mail, those to keep. 

PLUS FOTO-DATE Puts the date on the back of each 
print, to tell the month and the year it was devel- 
oped. A handy record your customers appreciate. 

Both at no extra cost to you or your customers! 

Both designed to build your photo-finishing profits! 

You get both of these tremendous profit-boost- 
ing features FREE when you're a District Photo 
Dealer. We're the company that’s first with the 
best new developments in photo-finishing — 
Big Shot Borderless Photoprints, Bonus Photo, 
Silk-Finish, and One-Day Service. 

We believe in firsts, because they keep you first 

in sales. 

Call us. In D.C., 937-5300. In Baltimore, 792-7740. 

Two new firsts from District Photo! 

POST Ar PiOre), 
Turns snapshots into personalized picture postcards and greet- > 
ing cards. Encourages customers to order extra prints — those 

a major grant of over $400,000 to examine dr ug utilization in 
nursing homes. 

We hope to increase the offerings of educational oppor- 
tunities other than continuing education for practicing 
pharmacists. We are also continuing to improve our under- 
graduate program so that our students, who we already feel 
are among the best in the country, can improve their skills 
in such areas as Communication and management. 

As the School moves ahead, we certainly are open to 
any suggestions from members of the Association. and in 
fact we encourage your guidance and assistance. | would 
hope that as we all work toward our common goal of im- 
proved pharmacy services we retain and amplify the pride 
that many of us have in our profession. Too often there are 
those in pharmacy that downgrade our profession just as 

many of the people do who are citizens of the City of Balti- 
more. By the way, that downgrading of the city is not a 
recent event. Menckenin 1910 said, *‘The average Spokane 
man when he thinks of Spokane jumps into the air and 
cracks his heels together. The average Baltimorean, when 

he thinks of Baltimore, begins to growl . . . Nearly every 

Baltimorean able to speak the English language — a dwin- 
dling majority — cherishes and voices some bilious objec- 
tion to the city . . .”’ Those of us in the School have a great 

pride in our profession, as well as the City of Baltimore, and 

we are not timid about speaking out in their support. I hope 

you will join us. 

Kinnard, Jr., Ph.D. William J. 

Dean 

5 
6 EISENHOWER WBA 2 
Rr Post Card 

Pat pentng POST-A-PWOTO ce asonacizeo POSTCARD & GREETING CARD 

ARRAS = 3 3 5 ; 
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5 4 
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DISTRICT PHOTO ING 
10619 BALTIMORE AVENUE, BELTSVILLE, MARYLAND 20705 

AUGUST, 1979 i) fay 



LOEWY DRUG CO. DIVISION OF On, 

Has For Your PHARMACY zt = 

A Complete Price Sticker and “"~ 
Order Entry Program. 
Now Operating in over 500 Pharmacies Like Yours. 

THE SERVICE PROVIDES: retail price sticker & shelf labels, allowing you selective 

pricing for all items you purchase. Plus customized pricing for up to 1500 items. 

Two price system. 

OVER THE COUNTER MERCHANDISE RX MERCHANDISE 

TAME CR RIN 8 OZ. BENTYL TAB 20MG 

#5681 QTY 2 $1. 100 oo ee 

334 1225 7 NDC 68-0123-61 

7312-1359 

Electronic Order Entry System 
Electronic order entry Terminal for in-store use. It’s light- ZN S, 
weight, portable and enables you to order 200 line items pars : 

in less than one minute. Transmits over telephone. Opera- Saw A ‘ 
tional 24 hours a day . . . call at your convenience. roost 

Customized series of ongoing Turnover and Profitability 
_. Reports for Your Store. Helpful information compiled from 
_ product movement of items in your store. 

CHECK THE BIG PLUS FEATURES: REPLY COUPON 

LOEWY DRUG CO. 
e Store Identification Labels. | 6801 QUAD AVENUE, BALTIMORE, MD. 21237 
e Complete Product Information. YES, I'd like to get more FACTS ABOUT SPACE: 
e Complete OTC and RX Pricing Stickers. 

e Quarterly Label Color Change. | NAME 

e Tamper-proof (non-transfer) security. 

e Ink Screening of Coded Information. | TITLE 
e Deal Contents Have Price Stickers. 

e Price Stickers for Selected Full Cases. | rd 

e NOC Numbers on All RX Products. ADDRESS 

& 

@ 

Customized Pricing. | 

Two Price System. Clry STATE. en 



yi, ————_______, 

Mae 
your choice! 

Contents 

Antacid Products 

Anthelmintic Products 

Antidiarrheal and Other 

Gastrointestinal Products 

Laxative Products 

Emetic and Antiemetic Products 

Ostomy Care Products 

Cold and Allergy Products 

Asthma Products 

Internal Analgesic Products 

Nutritional Supplement, Mineral, 

and Vitamin Products 

Infant Formula Products 

Diabetes Care Products 

Weight Control Products 

Sleep Aid, Sedative, and 

Stimulant Products 

Menstrual Products 

Contraceptive Methods and 
Products 

Feminine Cleansing and 
Deodorant Products 

Otic Products 

Ophthalmic Products 

Contact Lens Products 

Dental Products 

Insect Sting and Bite Products 

Burn and Sunburn Products 

Sunscreen and Suntan Products 

External Analgesic Products 

Topical Anti-Infective Products 

Acne Products 

Dry Skin, Dandruff, Seborrhea, 
Psoriasis, and Eczema Products 

Poison lvy and Poison Oak 
Products 

Diaper Rash and Prickly Heat 
Products 

Foot Care Products 

Hemorrhoidal Products 

The American Pharmaceutical 

Association— 

the national professional 
society of pharmacists 
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Patel Scripegsion 
igs Sixth Edittertiggs 

N.. the best is even better. The all-new Sixth Edition of the Handbook of 
Nonprescription Drugs is the most up-to-date, most attractive, and easiest to use 

Handbook we've ever produced. 
Essential formula information for nearly 2000 frequently used nonprescription 

products is provided in 54 individual product tables 

All thirty-one chapters from the previous edition were revised and updated and 

an all-new comprehensive chapter on Diabetes Care Products has been added 

The 512-page Sixth Edition opens with an overview of FDA activities in the 
nonprescription drug area by Armond Welch of the FDA's Bureau of Drugs, Division 

of OTC Drug Evaluation, and ends with an improved index to facilitate easier use 
Inside the book you'll find the new two-color format both attractive and useful. A 

new feature of the Sixth Edition is the use of side heads to help you scan the text 

quickly and zero in on the information you want 
Well-received features from the previous edition that have been retained include 

Questions to Ask the Patient, anatomical drawings, and valuable text tables 
summarizing essential information 

For counseling your self-medicating patients, make your choice the APhA 

Handbook of Nonprescription Drugs. 

512 pages, 29 x 23 cm, hardbound plus dust jacket 

$20.00; $13.00 for APhA members 
Available July 1979 for August delivery 

Order Desk 

American Pharmaceutical Association 

2215 Constitution Ave., N.W 

Washington, DC 20037 

Please send me _ 

Drugs a5. 

Price: $20.00; $13.00 for APhA members 

____ copies of the new Handbook of Nonprescription | 

ea ii : 

0 Total remittance enclosed $__.____. O Bill me 
Orders totaling less than $50 and all foreign orders must be prepaid 

NAME 

ADDRESS 

CITY STATE Z\P 

APhA members: To obtain member rate, enclose mailing label from an APhA 
publication 700615 

bo n 



The model 
generic line 

for the 
model state 

substitution law 
 Purepac 

No other manufacturer of generics can make compliance with the state model 
___ substitution law easier. Because Purepac, America’s leading manufacturer of a national 
___ brand of generics, offers virtually all the FDA's listed multi-source generic drugs. And 
_ Purepac gives you a lot more: 

¢ the ease of stocking just one major generic line 

¢ the assurance of consistent supply 

* competitive prices 

°a ‘quick-alert” system that lets you know of any change in a product's status 

2 * an extensive liability insurance policy | 

i So next time you shop generics, shop the generic company. Purepac. The model line 
_ for the model state substitution law. 

PUREPAC. Competitive prices and peace of mind. 

PUREPAC 
Elizabeth. NJ 07207 

THE LEADING NATIONAL BRAND OF GENERICS 

at diy pares SR Se Sa RCA 



Resolutions adopted by the MPhA 

at the 1979 Convention 
RESOLUTION NUMBER ONE 

WHEREAS, the Eli Lilly Company, at great expense, devel- 
oped and distributed through state associations, Public Serv- 
ice Announcements for television and radio and 

WHEREAS, this public relations effort has reflected great 
credit upon pharmacists by emphasizing professional serv- 
ices available to the public from pharmacists, and 

WHEREAS, these public service messages do not identify 
Eli Lilly and Company as the originators of this public relations 
project, 

THEREFORE, BE IT RESOLVED, that the Maryland 
Pharmaceutical Association extend its sincere commendation 
to the Eli Lilly Company for its efforts on behalf of pharmacy in 

this regard, and that the Association’s expression of gratitude 
be conveyed to the Eli Lilly Company. 

RESOLUTION NUMBER TWO 
WHEREAS, Maryland was a pioneer state in the area of 

drug product selection and has become the first state to adopt 
the model Federal Trade Commission Act on drug product se- 
lection, and 

WHEREAS, some drug manufacturers are now marketing 
drugs, which are still protected by the patents of competing 
manufacturing companies, or are marketing drugs without 
Federal Food and Drug Administration approval when re- 
quired, 

THEREFORE, BE IT RESOLVED, that the Maryland 
Pharmaceutical Association through the Industry Relations 

Committee, investigate this matter and report to the member- 

ship those companies and drug products that are being mar- 
keted without FDA approval when required and be it further 

RESOLVED, that the Association recommend to the 
Formulary Committee, the adoption of policy which would 
exclude such companies and drug products from the Mary- 
land Formulary and be it further 

RESOLVED, that the Legislative Committee consider pro- 
posing legislation on this matter. 

RESOLUTION NUMBER THREE 
WHEREAS, the relationship between the Maryland 

Pharmaceutical Association and the Maryland Society of Hos- 
pital Pharmacists is continuing to improve and 

WHEREAS, the Society and Association have now cooper- 
ated on a number of joint projects and joint committees and 
have established liaison with one another 

THEREFORE, BE IT RESOLVED, that the Association con- 
tinue to foster this trend and seek still further methods of de- 
veloping professional unity on the state level among all of the 
practice specialties in pharmacy. 

RESOLUTION NUMBER FOUR 
WHEREAS, the Maryland Pharmaceutical Association now 

assembled at its 97th Annual Meeting recognizes the ap- 
proach of the Centennial Anniversary of the Association, 

THEREFORE, BE IT RESOLVED, that a Centennial Cele- 
bration Planning Committee be appointed to begin the work of 
coordinating the documentation of the Association's history 
and plan for special projects and appropriate celebrations to 

accompany this historic occasion. 

RESOLUTION NUMBER FIVE 
WHEREAS, time and trial have shown that the practice of 

requiring the posting of prescription drug prices in community 
pharmacies has been shown to be of little value to the public, 
and 

WHEREAS, the public does not consult the price poster 
and often times is confused when the poster is consulted, and 

WHEREAS, the pharmacist is a readily available informa- 
tion source on prices of prescription drugs, and 

WHEREAS, the proper maintenance of the price poster is 
cumbersome due to changing prices and may, in fact, actually 
add to the cost of prescription drugs in Maryland. 

THEREFORE, BE IT RESOLVED, that the Maryland 

Pharmaceutical Association shall work for the repeal or modi- 
fication of the legislation which requires the posting of pre- 
scription drug prices. 

RESOLUTION NUMBER SIX 
WHEREAS, chronic disease management is a persistent 

public health problem that requires the attention of all health 
providers, and 

WHEREAS, an increasing number of pharmacists are 
demonstrating their ability to provide varying levels of care, in- 
cluding monitoring for therapeutic outcome and dosage ad- 
justment, and 

WHEREAS, there are precedents in other states (i.e. North 

Carolina and California) and other developing professions (i.e. 
physicians assistants and nurse practitioners) then, 

THEREFORE, BE IT RESOLVED, that the MPhA appoint a 
committee to investigate the feasibility of a pharmacists’ pre- 
scribing act. 

RESOLUTION NUMBER SEVEN 
WHEREAS, the officers, delegates and guests of the Mary- 

land Pharmaceutical Association are deeply thankful for the 
warm cooperation and assistance extended to them during 
1978 by Radio Station W.C.A.O. 

THEREFORE, BE IT RESOLVED, that the officers and 
delegates of the Maryland Pharmaceutical Association, re- 
quest our Executive Director, Mr. David Banta, to send Mr. 

Joseph Cahill, Manager of Radio Station W.C.A.O. and Station 
W.X.Y.V. a letter expressing their deep appreciation and sin- 
cere thanks to Mr. Cahill for his kindness and generosity to our 

Association during the past year. 



‘B Aome magayned, fapruback Corks 
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That’s the prescription you can fill again and again for your customers if you have a fully 

stocked magazine department. 

= diene in Seine te B= ae) OTR FAR OTD 

Reading is a tonic for everyone. SELLING the reading material is our specialty. And it 

should be yours because turnover is the name of your game and nothing you sell turns over 

faster or more profitably than periodicals. 

If you’re not now offering periodicals to your customers, you should be. Just ask us how 

profitable it can be. 

And if you do have a magazine department, chances are your operation has outgrown it 

and it should be expanded. 

Think big. The great majority of our customers did more business with us in 1977 than in 1976. 

Get on the bandwagon. Call Phil Appel today at: 

The Maryland News Distributing Co. 
(301) 233-4545 
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Check us out! 
(then check what other generic suppliers offer) 

_ LEDERLE 
AU $= STANDARD OTHER 
Wz: RAunowrre7o>--—”ao“oar-n'r'r-"Xr:n2#$!'@#@:'!' ]}’-"ytvvi sa PRODUCTS SUPPLIERS \\ 

_ Broad line 
_ Over 80 chemical entities | 
_ Over 100 dosage forms | 7 
Over 270 potencies 
Over 340 package styles 

| | | | 

Supplied by a company with a 70-year record 
of pharmaceutical excellence 

Dual batch assay procedures on contracted | 
products | 

Bioavailability data provided wherever 
applicable 

| All products dated 

Vendor product liability endorsement 
supported by the resources of one 
of America’s largest corporations 

| T 
Competitive pricing 

Quantity discounts and special reorder 
_ and dating privileges 

| 4 | 

Contracts available for permanent price 
and inventory stability 

Liberal return goods policy (outdated, 
_ open packages included) 

| | | | 

oe aoe 

| 

Serviced by your Lederle representative —one of over 600 

SINE NTA Ss. Shipment from the nearest of 7 distribution 
centers 

Lederle Standard Products 
nothing ts spared...except the price 

t Ledterte ) Lederle Laboratories, A Division of American Cyanamid Company, Pearl River, New York 10965 
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Monte Cohon and Ray Townsend, Pharm. D.'s, operate our Drug Information 
and Clinical Pharmacy Section of the Medical Bioavailability Unit. 

Their job is to give you, your hospital colleagues, and physicians straight an- 
swers on the bioavailability, pharmacokinetics, drug interactions, dilution, compatibility and 
stability of any Upjohn drug. In a hurry, if you need it. They're our, and your answer men. 

As pharmacists their great satisfaction is in helping you and the physician make 
the right decisions for optimal patient care. They and 374 other pharmacists Upjohn | 
at Upjohn share our common pride at being part of the health care team. 

PRESENTING 
MONTE AND RAY, 

_ THE ANSWER MEN. 

© 1979. The Upjohn Company. Kalamazoo, Michigan 49001 
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WANTED 

Classified Ads 
= /_ oS Pharmacist full or part time with managerial experience. Pre- 

fer someone located in the Anne Arundel County Area. Con- 

tact Mr. Nathan Schwartz, South River Pharmacy. 269-0212 

Classified ads are a complimentary 
service for members. 

(send replies addressed: ad no. ___, M.PhA., SITUATION WANTED 

650 West Lombard St., Baltimore, Md. 21201) 

, PHARMACIST’S GROUP HAS BEEN FORMED 
Available From MPhA Office TO SUPPLY RELIEF FOR VACATIONS OR 

EMERGENCIES. FOR FURTHER INFORMATION 
Available free to members, notification form to be given to 

patient under drug product selection law. Call Sharon (301) CALL EITHER LEON LAZARUS, 687-5470, 
727-0746. OR JERRY KARPA AT 686-3700. 

— WANTED — 

Part time 15-20 hours per week. Prefer Randallstown section. 

Max Levin (655-6974) 

Registered Pharmacists 

French Speaking Pharmacist for duty in lesser developed 

countries; long and short term assigns.; Knowledge of drug 
procurement and pharmacy logistics essential; contact 202- Due to recent expansion the Rite Aid Corporation 
686-5100. has full-time positions available in the general 

Baltimore-Annapolis area. 

WANTED 

We offer — 
Eskabarb Spansul 112 grain made by SKF — contact Mark Levi, 

Competitive Salaries Medical Arts Pharmacy — 837-2696. 
Co. Paid Blue Cross-Blue Shield 

Major Medical 

Life Insurance 

Individual Retirement Acct. 

Paid Vacations 

Paid Holidays 

Disability Ins. 

Advancement into Management Level 

Positions 

calendar 

SEPT. 11 — Alumni Association C.E. Program — 

Ethics in Pharmacy 

OCT. 7 — Continuing Education Coordinating 
Council Seminar: “‘Inflammation: The Dis- 

criminate Use of Steroids.” 
For information please contact Jim Kirkwood R.Ph. Di- 

rector of Professional Placement at 301-825-8355 (out of 

town call collect) or send resume to: 
OCT. 16-20 — NARD Convention — Las Vegas 

(contact office if interested in group travel) 

NOV. 4— Alumni Association — Oyster Roast 

JAN. 12-19 — ARUBA TRIP 

FEB. 10 — BMPA Banquet 

Every Sunday Morning at 6:15 a.m. listen to Charles Spigelmire on 
WCAO broadcast the Pharmacy Public Relations Program “Your 
Good Neighbor,” the oldest continuous public service show in Balti- 
more. 

Jim Kirkwood 
3110 Quail Hill Dr. 
Midlothian, Va. 23113 
804-744-2924 

— Part-Time Positions Also Available — 
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OUR 
ispense at vour Swi MS 

Comprehensive Product 
Liability Protection... 
When you dispense a Sandoz We think this liability policy is 
product in accordance with the one of our most significant 
terms of our product liability services to the pharmacist. And, 

policy, well defend you against as with other Sandoz service 
any claims or suits that might innovations—simpler dating of 
arise out of an alleged product products, a more efficient 

defect. If you're unfamiliar with return-goods policy, greater 
the precise terms and condi- label clarity, child-resistant 
tions of the policy, we invite you closures on bottles of 100, a film 

to write us or contact your library at pharmacists’ disposal 
Sandoz representative for —it was your Suggestion that 
complete details. prompted our service. 

We listen to serve you better. 

S SANDOZ PHARMACEUTICALS. 
179 Sandoz, In SANDOZ EAST HANOVER, NJ 07936 SDZ 9-31 



1979 Membership Issue 

Clinical Evaluation of Butorphanol 
—E. Robert Feroli, Pharm.D. 

The Evolution of the Prescription 
—John C. Krantz, Jr., Ph.D. 

Winner, 1979 Sandoz 

Medical Journalism Award 

for State Pharmacy Journals 



THE MARYLAND PHARMACIST 

650 WEST LOMBARD STREET 
BALTIMORE MARYLAND 21201 
TELEPHONE 301/727-0746 

SEPTEMBER 1979 

CONTENTS 

3 President’s Message 

NO. 9 

— Ronald A. Lubman, MPhA President 

4 Clinical Evaluation of Butorphanol 
—E. Robert Feroli, Pharm.D. 

8 1979 Members of the Maryland Pharmaceutical Association 

17 Pharmacists attend Mayor’s Breakfast — Pictures 

20 The Evolution of the Prescription 

25 MSHP Annual Meeting in pictures 

DEPARTMENTS 

27 Calendar 

30 —~Classified Ads 

27 Letters to the Editor 

—John C. Krantz, Jr., Ph.D. 

ADVERTISERS 

6 

16 

Burroughs Wellcome Co. 

Ciba 

Davis-Calvert, Inc. 

District Photo 

The Drug House 

Loewy Drug Company 

McNeil 

Maryland News Distributing 

Mayer and Steinberg 

Paramount Photo Service 

PMA 

Smith Kline and French 

Upjohn 

a en 
i Een mmneeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeee eee 

Change of address may be made by sending old address (as it appears on your journal) and new address 
with zip code number. Allow four weeks for changeover. APh A members — please include APh A number. 

The Maryland Pharmacist (ISSN 0025-4347) is published monthly by the Maryland Pharmaceutical Associa- 
tion, 650 West Lombard Street, Baltimore, Maryland 21201. Annual Subscnption — United States and foreign, 
$10 a year; single copies, $1.50. Members of the Maryland Pharmaceutical Association receive The Maryland 
Pharmacist each month as part of their annual membership dues. Entered as second class matter December 10, 
1925, at the Post Office at Baltimore, Maryland under the Act of March 8, 1879. 

bo 

Ne’ 

DAVID A. BANTA, Editor 
SHARON SPIES, Assistant Editor 

ABRIAN BLOOM, Photographer 

OFFICERS & BOARD OF TRUSTEES 
1979/80 

Honorary President 
JOSEPH S. KAUFMAN — Baltimore 

President 

RONALD A. LUBMAN — Baltimore 

Vice President 

SAMUEL LICHTER — Randallstown 

Treasurer 

MELVIN RUBIN — Baltimore 

Executive Director Emeritus 
NATHAN GRUZ — Baltimore 

Executive Director 

DAVID A. BANTA — Baltimore 

TRUSTEES 

STANLEY J. YAFFE — Chairman 
Odenton 

LEONARD J. DeMINO (1982) 
Wheaton 

IRVIN KAMENETZ (1982) 
Baltimore 

WILLIAM C. HILL (1981) 
Easton 

NICHOLAS LYKOS (1981) 
Timonium 

BONNIE LEVIN (1980) 
Baltimore 

EDWARD SEARS (1980) 
Kingsville 

AUDREY HODGES, SAPhA (1980) 
Bethesda 

EX-OFFICIO MEMBERS 

WILLIAM J. KINNARD, JR. — Baltimore 

PAUL FREIMAN — Baltimore 

HOUSE OF DELEGATES 

Speaker 
PHILIP H. COGAN — Laurel 

Vice Speaker 
MARVIN FRIEDMAN — Baltimore 

Secretary 
DAVID A. BANTA — Baltimore 

MARYLAND BOARD OF PHARMACY 

Honorary President 
I. EARL KERPELMAN — Salisbury 

President 

BERNARD B. LACHMAN, R.Ph. — 
Pikesville 

ESTELLE G. COHEN, M.S. — Baltimore 

LEONARD J. DeMINO, R.Ph. — Wheaton 

RALPH T. QUARLES, SR., R.Ph. — 
Baltimore 

ROBERT E. SNYDER, R.Ph. — Baltimore 

ANTHONY G. PADUSSIS — Timonium 

Secretary 
PAUL FREIMAN — Baltimore 

THE MARYLAND PHARMACIST 



President's Message 

THE UNSUNG HERO 

My unsung hero is Joseph Kaufman, the Association’s attorney and this year’s 

Honorary President. 

In all our lifetimes, we have heard of many people whom we admire and wish we had 

the privilege of meeting. At a distance, many people seem to be persons we can admire. But 

many of these people appear to tarnish in our eyes as we get to know more about them. The 

march of time dulls many heroes. 

I feel we have among us a real unsung hero who has done much for pharmacy over 

many years. His record of accomplishments in our behalf does not tarnish after years, but 

glows even brighter as time moves forward. 

Although Joe is not a pharmacist, he has been associated with pharmacy for many 

years. After attending City College and the University of Maryland at College Park, he 

received his LL.B. degree from the University of Maryland School of Law. Joe is known and 

respected as an outstanding attorney, educator, civic leader and friend. 

At our 1979 Convention, Joe was installed as the Honorary President of the MPhA. At 

that time he was presented with a plaque and it was announced that a scholarship fund had 

been created in honor of his beloved father, Harry B. Kaufman, who passed away this year. 

Joe has always been available to advise and help the MPhA. He is never too busy to 

answer our questions or to attend a meeting with government officers on our behalf. Without 

his help, many of our problems with state government would be harder to solve. Joe is a doer, 

not a talker. When he speaks, however, one should listen. 

It is seldom that one has the privilege of meeting a man who gives so much of himself, 

and asks for nothing in return. I feel that it is, indeed, a personal privilege for me to know 

Joseph Kaufman. 

2 hed bn 
RONALD LUBMAN 
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CLINICAL EVALUATION 
OF BUTORPHANOL 

E. Robert Feroli, Pharm. D. 

Drug Information Pharmacist 
The Johns Hopkins Hospital 

Butorphanol (Stadol®, Bristol) is a parenteral analgesic 

with narcotic agonist/antagonist properties similar to those 

seen with pentazocine and nalorphine. When introduced 

into the market in November of 1978, butorphanol was 

promoted as a new potent non-narcotic analgesic. The use 

of the term non-narcotic in this promotion, however, was 

both misleading and potentially dangerous. The legal defini- 

tion of a narcotic is a substance which is derived from opium 

or cocoa leaves. Butorphanol, a totally synthetic product, 

does not fit this definition and hence by legal definition is a 

non-narcotic. From a clinical point of view, however, this 

butorphanol is in fact a narcotic, since it possesses mor- 

phine-like activity. This designation of butorphanol as a 

non-narcotic could also have been potentially dangerous 

because, in an overdose situation, naloxone (a specific 

narcotic antidote) might not be considered in the treatment. 

Because of these problems, Bristol now describes butor- 

phanol as a narcotic analgesic in their most recent package 
insert. 

Butorphanol is claimed by Bristol Laboratories to be an 

‘‘important new option when potent parenteral analgesics 

are indicated’’ and possesses ‘‘unsurpassed pain relief’, 

‘limited respiratory depressant effect’’ and ‘‘low physical 

dependence libability’’. These three purported advantages 

will be the focus of this review. For an exhaustive review of 

butorphanol, the reader is referred to the excellent article 

recently published by Heel, et al.! 

ANALGESIC PROPERTIES 

The efficacy of butorphanol has been firmly established. 

A summary of studies comparing butorphanol with other 

potent analgesics can be found in the article written by 
Heel; et al. 

In comparative studies, butorphanol was consistently 

more potent than the other agents tested. The approximate 

relative potencies of these agents when given parenterally 
are: 
Butorphanol Tartrate 

1.0mg. 

Pentazocine Lactate 

15-25mg. 

Morphine Sulfate 

5-7mg. 

Meperdine HCI 

30-40mg. 

The only significance of this finding is that on a milli- 

gram for milligram basis, less butorphanol need be given 

4 

per dose. The onset, peak, and duration of analgesia pro- 

duced by these agents are similar. 

Ina study? distributed in Bristol’s promotional material, 

butorphanol was found to produce greater pain relief than 

morphine sulfate. By definition, however, the doses used 

in the study were not equianalgesic. If dosed appropriately, 

there is no reason to believe that butorphanol would pro- 

duce greater pain relief than morphine sulfate. 

RESPIRATORY DEPRESSION 

Butorphanol is a respiratory depressant. The extent to 

which it depresses respiration has only been studied in 

normal healthy volunteers.*:+:> Using a carbon dioxide 

challenge, 2mg. of butorphanol was found to depress respi- 

ration to the same extent as 10mg. of morphine sulfate. 

When the dose of butorphanol was doubled to 4mg., the de- 

gree of respiratory depression remained at a level similar to 

that induced by 2mg. Doubling the dose of morphine sul- 

fate, on the other hand, approximately doubled the respir- 

atory depression.* This apparent ‘‘ceiling’’ in the respir- 

atory depression induced by butorphanol is interesting and 

potentially important. One question remains, however. 

When used as an analgesic, will butorphanol cause less clin- 

ically significant respiratory depression than other opioids? 

Butorphanol has not been studied in patients with chronic 

obstructive pulmonary disease (COPD) or in patients in 

renal or hepatic failure. Until butorphanol has been tested 
in these and other settings in which significant respiratory 
depression is clinically important, the relative safety of 
butorphanol vs. these other agents will remain unclear. It 

should also be noted that although the degree of respiratory 

depression does not seem to be dose related, the duration of 

respiratory depression is dose related.5 

Another potentially important effect on respiration is 

the finding that butorphanol,*:7 like pentazocine,® will in- 
crease pulmonary vascular resistance. This was measured 
in patients undergoing diagnostic cardiac catheterization for 
coronary-artery disease. This action might adversely affect 
the blood gases in patients with COPD or extend the area of 
myocardial damage in patients with recent myocardial in- 
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farctions by increasing cardiac work load. The actual clini- 

cal relevance of increased pulmonary vascular resistance 

induced by butorphanol remains to be clarified. 

In summary, butorphanol’s effect on pulmonary func- 

tion has not been demonstrated to offer any advantage over 

other opioids when these agents are used to relieve pain. 

The apparent ‘‘ceiling’’ in respiratory depression caused by 

butorphanol could offer a significant advantage over other 

opioids but this remains to be established. Interestingly, 

nalbuphine (Nubain®), another new narcotic agonist/antag- 

onist commercially available from Endo, is also claimed to 

possess limited respiratory depression. 

DEPENDENCE LIABILITY 

The majority of studies on butorphanol have been in the 

short term treatment of postoperative pain. In this setting, 

the concern of inducing narcotic dependence should be a 

minor one. In fact, Marks and Sachar® showed that in two 

teaching hospitals, medical inpatients tended to be under- 

treated with narcotics. 

In the long term use of opioids for chronic pain, depen- 

dence liability is of more concern. In this setting, butor- 

phanol would offer a significant advantage if it were shown 

to cause less dependence liability than other narcotics. 

Unfortunately, it is too early to reach a conclusion on 

this issue and further studies are necessary. It should be 

SEPTEMBER, 1979 

remembered that pentazocine (an agonist/antagonist nar- 

cotic) was also claimed to have a low dependence liability 

when first introduced. With more widespread use, how- 

ever, its abuse has increased and was the topic of a recent 

FDA Bulletin."! 

SIDE EFFECTS 

With the possible exception of respiratory depression 

(discussed earlier), butorphanol has been found to cause the 

same incidence of side effects as morphine, meperidine, 

and pentazocine. 

Psychotomimetic side effects including hallucinations 

and dysphoria, are well documented with pentazocine. The 

incidence has been reported to be from 1% to as high as 

36% and appears to be dose related and more commonly 

associated with parenteral administration.'* The incidence 

of psychotomimetic side effects thus far reported for butor- 

phanol has been less than 1%. It is interesting to note that in 

comparative studies between butorphanol and penta- 

zocine,!? !4 15 16 17 there has been no difference in the inci- 

dence of this side effect. Whether butorphanol causes a sig- 

nificantly lower incidence of psychotomimetic side effects 

compared with pentazocine remains to be established. 

Butorphanol, like pentazocine, may produce with- 

drawal symptoms in patients who are physically dependent 

on narcotics due to its narcotic antagonist properties. 

METABOLISM AND FATE 

Butorphanol is extensively metabolized in the liver with 

an elimination half-life in normal individuals of 2.5 to 3.5 

hours. The metabolites are excreted in the urine (70%) and 

bile (11-14%) and approximately 5% of the butorphanol 

dose is recovered in the urine unchanged. The metabolites 

5 



were reported to be inactive when injected into mice.'* 

At the present time it would seem prudent to use butor- 

phanol cautiously in patients with hepatic or renal dysfunc- 

tion because butorphanol has not been studied in these set- 

tings. 

CONCLUSION 

Butorphanol is an effective analgesic which has not 

been demonstrated to offer any advantage over the exist- 

ing narcotic analgesics. Final conclusions regarding butor- 

phanol’s role in the treatment of pain should, however, 

await further studies. 

Ne 

n 

10. 

Ls: 

16. 
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Baltimore, Md. 

Leonard De Mino 

Wheaton, Md. 

Karen Demsky 

Baltimore, Md. 

Jeffrey Denholtz 
Baltimore, Md. 

Frank Diamond 

Milmay, N.J. 

Leslie Dickman 

Baltimore, Md. 

John Di Giovine 

Stevensville, Md. 

Vincent DiPaula 

Westminster, Md. 

Robert Doolittle 

Annapolis, Md. 

Barbara Dorsch 

Ellicott City, Md. 

Joseph Dorsch 
Ellicott City, Md. 

Joseph Dorsch, Jr. 

Ellicott City, Md. 

Margaret Dorsch 

Ellicott City, Md. 

John Dougherty 
Laurel, Md. 

Patrick Dougherty 
Frederick, Md. 
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Edward Dowling 
Cumberland, Md. 

Charles Downs 

Clear Spring, Md. 

Norman DuBois 

Baltimore, Md. 

Ruth Dunbar 

Versailes, Ky. 

Douglas Duncan 

Laurel, Md. 

Charles Dunn 

Stevensville, Md. 

Betty Ebersold 

Alexandria, Va. 

Marvin Edell 

Baltimore, Md. 

James Edwards 

Centreville, Md. 

Harry Eisentrout 

LaVale, Md. 

Milton Elsberg 

Washington, D.C. 

Clinton Englander 
Oakland, Md. 

Geraldine Epley 

Annapolis 

Gerard Eugene 

Beltsville, Md. 

Michael Evanko 

Sharpsburg, Md. 

Alvin Fainberg 
Newport News, Va. 

Betsy Farrell 

Baltimore, Md. 

Donald Fedder 

Baltimore, Md. 

Rita Feinstein 

Silver Spring, Md. 

Charles Feldman 

Baltimore, Md. 

Leslie Feldman 

Columbia, Md. 

Emest Feroli 

Baltimore, Md. 

Philip Fiastro 
Baltimore, Md. 

Jerome Fine 

Randallstown, Md. 

Francis Fink 

Baltimore, Md. 

Harry Finke 
Baltimore, Md. 

Jane Finnell 

St. Paul, Minn. 

Frederick Firnbacher 

Silver Spring, Md. 

Bernard Fischer 

Baltimore, Md. 

Kim Fisher 

Berlin, Md. 

Edwood Fletcher 

Glen Burnie, Md. 

Patrick Fletcher 

W. Lafayette, Ind. 

Mark Fletcher 

Glen Burnie, Md. 

Doreen Fliss 

Hinsdale, Ill. 

Mary Forbes 

Walkersville, Md. 

Menilyn Forti 

Rockville, Md. 

Carroll Foster 

Stevensville, Md. 

Catalina Franco 

Hialeah, Florida 

Mayer Freed 

Capital Heights, Md. 

Gerald Freedenberg 

Owings Mills, Md. 

Marvin Freedenberg 

Silver Spring, Md. 

Emanuel Freeman 

Baltimore, Md. 

Joseph Freiman 

Baltimore, Md. 

Paul Freiman 

Baltimore, Md. 

Albert Friedman 

Baltimore, Md. 

Irving Friedman 

Baltimore, Md. 

Marvin Friedman 

Baltimore, Md. 

Melvin Friedman 

Randallstown, Md. 

Milton Friedman 

Greensboro, N.C. 

Nathan Friedman 

Baltimore, Md. 

Saul Friedman 

Potomac, Md. 

Aaron Friedmann 

Pikesville, Md. 

W. Allen Fromm 

Owings Mills, Md. 

Timothy Funk 

Pasadena, Md. 

Nathaniel Futeral 

Baltimore, Md. 

Ellis Gadol 

Silver Spring, Md. 

Jerome Gaine 

Baltimore, Md. 

Howard Gampel 
Columbia, Md. 

Dominic Gasdia 

Perryman, Md. 

Salvatore Gasdia 

Havre de Grace, Md. 

Vincent Gattone 

Edgemere, Md. 

Paul Gaver 

Baltimore, Md. 

Paul Gaver, Jr. 

Baltimore, Md. 

John Gazda 

Bowie, Md. 

E. Burns Geiger 

Frederick, Md. 

Herbert Geilenkirchen 

Baltimore, Md. 

Herbert Gendason 

Baltimore, Md. 

Simeon Georgiou 

Baltimore, Md. 

Myron Gerber 

Bethesda, Md. 

Milton Getka 

Baltimore, Md. 

James Giardina 

E. Stroudsburg, Pa. 

Mary Giesey 

Glen Burnie, Md. 

Brian Gilligan 

Glen Burnie, Md. 

Alan Ginsberg 

Randallstown, Md. 

Ralph Gittleson 

Potomac, Md. 
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Henry Glaeser 

Manchester, Md. 

Abraham Glaser 

Baltimore, Md. 

Louis Glaser 

Baltimore, Md. 

Herman Blassband 

Baltimore, Md. 

Theodore Gleiman 

Baltimore, Md. 

Russel Gobeille 

Thomontown, Pa. 

Jack Goldberg 

Silver Spring, Md. 

Irving Goldberg 
Bethesda, Md. 

Milton Goldberg 

Pikesville, Md. 

Sam Goldstein 

Baltimore, Md. 

Mark Golibart 

Baltimore, Md. 

Irvin Goodman 

Pikesville, Md. 

Leon Goodman 

Baltimore, Md. 

Hinda Gordon 

Baltimore, Md. 

Clarendon Gould 

Cambndge, Md. 
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We're listening, 
Denver 
“The guy wanted drugs and I've got 

this .38 magnum bullet hole in my jacket 
to remember him by,” says Pharmacist 

Jack Thebus of Denver, Colorado. 

“Besides being shot once, I’ve been 

through the experiences of six other 

armed robberies. Crime—whether it’s 
looking down a gun barrel or trying to 

spot a shoplifter—now is one of the 
pharmacist’s biggest worries. It came 

We hear 
Jack Thebus 

We can’t stop crimes, but we can offer expert tips that 
may help prevent holdups and thievery—maybe even 

save your life. 

SK&EF has just produced a new 45-minute video tape 
program called Security in Community Pharmacies. 
Itcan be used alone or made part of a pharmacy meeting 

workshop. 

For information about the availability of this video 
tape, contact your SK&F Representative—or make a 
toll-free call to Jordan Johnson, R. Ph., SK&F’s Manager 
of Pharmacy Relations, (800) 523-4835, extension 5100. 

C4 The company that’s interested in you. 

a SmithKline company Smith Kline SFrench Laboratories 
Philadelphia, Pa. 



Arnold Grabush 

Baltimore, Md. 

Aaron Grebow 

Baltimore, Md. 

Morton Greenberg 

Severna Park, Md. 

Richard Greenberg 
Baltimore, Md. 

Shirley Greenberg 
Baltimore, Md. 

Marc Greene 

Irvington, N.J. 

David Greenfeld 

Baltimore, Md. 

Emmest Gregg 

Oakland, Md. 

John Gregory 

Rockville, Md. 

Daniel Grief 

Baltimore, Md. 

Charles Gresser 

Baltimore, Md. 

William Grimm 

Cockeysville, Md. 

Warren Gronert 

Lutherville, Md. 

Mare Grosman 

Reisterstown, Md. 

Norton Grossblatt 

Baltimore, Md. 

D. Benton Grothaus, Jr. 

Baltimore, Md. 

Nathan Gruz 

Baltimore, Md. 

Arthur Guido, Jr. 
Baltimore, Md. 

James Gundling 

Crisfield, Md. 

Clifford Haack 

Milford, Delaware 

Gary Haas 
Boonsboro, Md. 

Fran Hagan 

Silver Spring, Md. 

Joanne Hakala 

Salisbury, Md. 

John Hale 

Riverdale, Md. 

Richard Halpern 

Pikesville, Md. 

Lenka Hamonnay-Preyet 
Chevy Chase, Md. 

Mayer Handelman 
Baltimore, Md. 

Carleton Hanks 

Cumberland, Md. 

Jon Hann 

Frostburg, Md. 

Herbert Hansen 

Washington, D.C. 

Stuart Hanson 

Lusby, Md. 

George Harman 

Keyser, W. Va. 

Richard Harman 

Elkridge, Md. 

Robert Harnish 
Annapolis, Md. 

Gordan Harrison 

Pocomoke City, Md. 

Mark Hawes 

Fredenck, Md. 
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Edward Hayes 

Baltimore, Md. 

Thomas Hayman 

Salisbury, Md. 

Barry Hecht 

Baltimore, Md. 

Gerald Heilman 

Baltimore, Md. 

Charles Henderson 

Columbia, Md. 

Marvin Henderson 

Baltimore, Md. 

Robert Henderson 

Baltimore, Md. 

William Hill 

Easton, Md. 

M. Evans Hilliard 

Baltimore, Md. 

E. C. Hillman 

Arlington, Va. 

Miram Hirsch 

Baltimore, Md. 

Cecelia Hoey 
Lanham, Md. 

Marta Hoffman 

Baltimore, Md. 

Lawrence Hogue 

Westminster, Md. 

David Holovac 

Aberdeen, Md. 

Sharon Horn 

Northridge, Calif. 

Isadore Horwitz 

Baltimore, Md. 

Stephen Hospodavis 
Cresaptown, Md. 

Pilan Hsu 

Baltimore, Md. 

Mary Hubbard 

Oxon Hill, Md. 

George Huber 

College Park, Md. 

Marge Huber 

Baltimore, Md. 

Thomas Humbert 

Westminster, Md. 

Calvin Hunter 

Baltimore, Md. 

William Hutchinson 

Baltimore, Md. 

Robert Irby 

Silver Spring, Md. 

Lionel Jacobs 

Owings Mills, Md. 

Neal Jacobs 

Bowie, Md. 

Lawrence Jacobson 

Silver Spring, Md. 

Wanda Janicki 

Bethesda, Md. 

Arnold Jasinski 

Elkton, Md. 

Clyde Johnson 
Princess Anne, Md. 

Kati Johnson 

Chevy Chase, Md. 

William Johnson 

Baltimore, Md. 

John Jones 

Oakton, Va. 

Joseph Jordan 

Denton, Md. 

Robert Kabik 

Reisterstown, Md. 

Edith Kale 

Silver Spring, Md. 

Irvin Kamanitz 

Salisbury, Md. 

Irvin Kamenetz 

Owings Mills, Md. 

Felix Kaminski 

Baltimore, Md. 

Steve Kanis 

Baltimore, Md. 

Wannee Kankirawatana 

Timonium, Md. 

Robert Kantorski 
Baltimore, Md. 

Philip Karn 

Lutherville, Md. 

Jerome Karpa 

Baltimore, Md. 

William Karr 

Crisfield, Md. 

Albert Katz 

Glen Burnie, Md. 

Gabriel Katz 
Silver Spring, Md. 

Morton Katz 

Silver Spring, Md. 

Joseph Kaufman 

Baltimore, Md. 

Charles Kaye 

Silver Spring, Md. 

Timothy Kefauver 

Frederick, Md. 

Melissa Kelch 
Baltimore, Md. 

James Kellner 

Baltimore, Md. 

Elmer Kellough 

Cumberland, Md. 

Jerold Kempler 
Baltimore, Md. 

Mark Kern 

Lake Charles, La. 

I. Earl Kerpelman 

Salisbury, Md. 

William Kinnard 

Baltimore, Md. 

Barbara Kirby 

Lanham, Md. 

James Kirkwood 

Medclothian, Va. 

Abraham Kirson 

Pikesville, Md. 

Donald Kirson 

Pikesville, Md. 

Jerome Kirson 

Baltimore, Md. 

Melvin Kitt 
Baltimore, Md. 

Elmer Klavens 

Baltimore, Md. 

Sidney Klavens 

Baltimore, Md. 

Ira Klein 

Baltimore, Md. 

Jack Klein 
Franklin Lks., N.J. 

David Kleinbart 
Silver Spring, Md. 

Bernard Kline 

Silver Spring, Md. 

Alfred Klotzman 

Baltimore, Md. 

Robert Klotzman 

Great Falls, Montana 

David Knapp 

Rockville, Md. 

David Knauer 

Baltimore, Md. 

Robert Koenig 

Bethesda, Md. 

Bonita Kolish 

Baltimore, Md. 

James Krahulec 

Boiling Springs, Pa. 

Eric Kramer 

Wheaton, Md. 

Jack Kramer 

Miami Beach, Fla. 

Leonard Kramer 

Baltimore, Md. 

John Krantz, Jr. 

Gibson Island, Md. 

Frank Kratz 

Baltimore, Md. 

Norman Kronberg 

Baltimore, Md. 

Robert Kroopnick 

Randallstown, Md. 

Godfrey Kroopnick 

Baltimore, Md. 

Jon Kudrick 

Kensington, Md. 

Bernard Lachman 

Reisterstown, Md. 

Marvin Lachman 

Reisterstown, Md. 

John Lafranchise 

Brentwood, Md. 

Debra Lambros 

Baltimore, Md. 

Henry Lawlor 

LaPlata, Md. 

Alfred Lawson 

Ocean City, Md. 

Leon Lazarus 

Baltimore, Md. 

Gary Leach 

Bethesda, Md. 

Ronald Leaf 

Cumberland, Md. 

Charles Leary 

Cockeysville, Md. 

Dean Leavitt 

Glen Rock, Pa. 

David Lebson 

Baltimore, Md. 

Hyman Lebson 

Randallstown, Md. 

Raymond Lee 

Takoma Park, Md. 

Wai Lee 

Chevy Chase, Md. 

Henry Leikach 

Randallstown, Md. 

David Leise 

Silver Spring, Md. 

Nathan Lemler 

Baltimore, Md. 

Michael Leonard 

Silver Spring, Md. 

Russell LeSage 

Annapolis, Md. 

Julius Levenson 

Baltimore, Md. 

Robert Leventhal 

Silver Spring, Md. 

Elaine Levesque 

Laurel, Md. 

Dorothy Levi 

Baltimore, Md. 

Mark Levi 

Baltimore, Md. 

Arthur Levin 

Havre de Grace, Md. 

Barry Levin 

Baltimore, Md. 

Benjamin Levin 

Baltimore, Md. 

Bonnie Levin 

Baltimore, Md. 

Geoffrey Levin 
Pikesville, Md. 

Max Levin 

Randallstown, Md. 

Nathan Levin 

Baltimore, Md. 

Norman Levin 

Baltimore, Md. 



Philip Levin 

Baltimore, Md. 

Richard Levin 

Gaithersburg, Md. 

Jay Levine 

Hagerstown, Md. 

Dizza Levy 

Baltimore, Md. 

Donald Levy 

Baltimore, Md. 

Mel Levy 

Baltimore, Md. 

Gregory Leyko 

Baltimore, Md. 

David Lewinter 

Baltimore, Md. 

F. Harold Lewis 

Baltimore, Md. 

Joseph Libercci 
Owings Mills, Md. 

George Lichter 

Baltimore, Md. 

Raymond Lichter 

Baltimore, Md. 

Samuel Lichter 

Randallstown, Md. 

Albert Lichtman 

Baltimore, Md. 

Harry Lichtman 

Baltimore, Md. 

Philip Lindeman 

Salisbury, Md. 

Albert Lindenbaum 

Baltimore, Md. 

Louis Lindenbaum 

Linthicum, Md. 

Morris Lindenbaum 

Reisterstown, Md. 

Joseph Loetell 

Baltimore, Md. 

John Loftus 

Rockville, Md. 

Mary Long 

Beltsville, Md. 

Michael Long 

Havre de Grace, Md. 

Robin Low 

Rockville, Md. 

Larry Lowenthal 

Ellicott City, Md. 

Ronald Lubman 

Baltimore, Md. 

Michael Luger 

Edgewood, Md. 

John Lutrell 

Baltimore, Md. 

James Lyon 

Havre de Grace, Md. 

Nicholas Lykos 

Timonium, Md. 

David McCagh 

LaVale, Md. 

Stuart McCamant 

Crownsville, Md. 

Nancy McConnell 

Bel Air, Md. 

Bernard McDougall 
Sykesville, Md. 

Diane McGinnis 

Rockville, Md. 

John McHugh 

Potomac, Md. 

Richard McKenna 

Crownsville, Md. 

Wilma McLean 

Westminster, Md. 

Bernard Macek 

Baltimore, Md. 

Ben Macks 

Baltimore, Md. 

John Magiros 

Ellicott City, Md. 

Donna Mallard 

Huntington, Md. 

Leo Mallard 

Huntington, Md. 

Michael Marcus 

Baltimore, Md. 

Carroll Marinelli 

Baltimore, Md. 

Frank Marinelli 

Baltimore, Md. 

Robert Martin, Jr. 

Cumberland, Md. 

Robert Martin 

Cumberland, Md. 

Luisa Massari 

Baltimore, Md. 

Barbara Mast 

North East, Md. 

Alexander Mayer 

Baltimore, Md. 

Eva Mead 

Oxon Hill, Md. 

Atul Mehta 

Baltimore, Md. 

Daniel Mendelsohn 

Owings Mills, Md. 

James Mendelsohn 

Pikesville, Md. 

Max Mendelsohn 

Baltimore, Md. 

Thomas Mendelsohn 

Baltimore, Md. 

Robert Mercer 

Frederick, Md. 

Trudy Merle 

Baltimore, Md. 

Morris Mersky 
S. Burlington, Vt. 

Stanley Merwitz 

Baltimore, Md. 

Richard Metz 

Baltimore, Md. 

Macy Meyers 

Randallstown, Md. 

Julian Miden 

Baltimore, Md. 

Rudolph Mierisch 
Severna Park, Md. 

Kenneth Mills 

Towson, Md. 

Martin Mintz 

Baltimore, Md. 

Julius Mirvis 

Baltimore, Md. 

Laxmikant Modha 

Hancock, Md. 

Robert Moler 

Brunswick, Md. 

N. E. Monticelli 

Broomall, Pa. 

Colleen Moore 

Salisbury, Md. 

James Moore 

Chestertown, Md. 

Hans Morgenroth 

Baltimore, Md. 

Victor Morgenroth 

Baltimore, Md. 

William Morgenroth 

Baltimore, Md. 

Raymond Morris 

Randallstown, Md. 

Joseph Morton 

Lutherville, Md. 

Janet Moskitis 

Clinton, Md. 

Milton Moskowitz 

Silver Spring, Md. 

Carla Mosser 

Gaithersburg, Md. 

Gary Oderda 
Annapolis, Md. 

Marvin Oed 

Baltimore, Md. 

John O’ Hara 

Baltimore, Md. 

Albert Ohlendorf 

Lutherville, Md. 

David Oken 

Baltimore, Md. 

Jack Oken 

Baltimore, Md. 

Louis Oken 

Baltimore, Md. 

Melvin Oleszczuk 

Baltimore, Md. 

John Oliver 

Washington, D.C. 

Gordon Mouat 

Towson, Md. 

Charles Mund 

Baltimore, Md. 

Thomas Murray 

Baltimore, Md. 

Richard Myers 

Baltimore, Md. 

Richard Nakles 

Rockville, Md. 

Glenn Nash 

Pasadena, Md. 

Stephen Needel 
Baltimore, Md. 

Charles Neun 

Baltimore, Md. 

Elizabeth Newcomb 
Muntingtown, Md. 

John Newcomb 

Muntingtown, Md. 

Albert Newman 
Havre de grace, Md. 

Linda Newman 

Upper Marlboro, Md. 

Tuong Nguyen 

Baltimore, Md. 

Herbert Neifield 
Rockville, Md. 

Louis Nobel 

Silver Spring, Md. 

Irene Nowosiwsky 
Rockville, Md. 

Edward Nussbaum 

Rockville, Md. 

Dr. E. F. Kelley 

Milton Orloff 

Silver Spring, Md. 

Bennie Owens 

Annapolis, Md. 

Harry Owens 
Baltimore, Md. 

Janet Owens 

Berlin, Md. 

Ryland Packett 
Washington, D.C. 

Harold Packett 

Silver Spring, Md. 

John Padousis 

Baltimore, Md. 

Anthony Padussis 

Timonium, Md. 

Bernard Paris 

Silver Spring, Md. 

Chung Park 

Silver Spring, Md. 

Joseph Parker 

Berlin, Md. 

Richard Parker 

Glenwood, Md. 

Darrell Parrish 

Annapolis, Md. 

Stacy Pass 

Baltimore, Md. 

Thomas Patrick 

Linthicum Hgts., Md. 

Martin Paul 

Pikesville, Md. 

Thomas Payne 

Easton, Md. 
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Donna Peacock 

Annapolis, Md. 

David Pearlman 

Baltimore, Md. 

Lee Pearlman 

Newark, N.J. 

William Pearlman 

Baltimore, Md. 

Norman Pelissier 

Joppatowne, Md. 

Sheldon Pelovitz 

Ellicott City, Md. 

Christos Petropoulos 
Fallston, Md. 

Virginia Pfaff 
Silver Spring, Md. 

C. Edward Pfeifer 

Towson, Md. 

Terri Pheil 

Hagerstown, Md. 

Emerson Phillips 

Salisbury, Md. 

Michael Phillips 

Severna Park, Md. 

Mary Louise Piczak 

Wheaton, Md. 

David Pitts 

Chestertown, Md. 

Randall Platon 

Silver Spring, Md. 

Robert Plummer 

Aberdeen, Md. 

Sheldon Pollekoff 

Pikesville, Md. 

George Poltilove 
Baltimore, Md. 

Murray Polonsky 

Silver Spring, Md. 

William Popomaronis 

Baltimore, Md. 

Samuel Portney 
Baltimore, Md. 

Allan Posner 

Baltimore, Md. 

Elliot Poston 

Morristown, N.J. 

Charles Powell 

Columbia, Md. 

Elliott Powers 

Riderwood, Md. 

Norman Powers 
Silver Spring, Md. 

Larry Pozanek 

Baltimore, Md. 

Sherman Pritzker 

Baltimore, Md. 

Stanley Protokowicz 
Bel Air, Md. 

Robert Proudfoot 

Oakland, Md. 

Stephen Provenza 

Baltimore, Md. 

Ralph Quarles 
Baltimore, Md. 

Frank Radigan 

Stewartstown, Pa. 

Harvey Rafkin 
Baltimore, Md. 

Sam Raichlen 

Baltimore, Md. 

Oscar Ramos 

Worton, Md. 



James Ramsey 
Columbia, Md. 

Robert Rapier 
Clarksburg, Md. 

Harry Rayman 
Washington, D.C. 

Bartlett Regan 

Baltimore, Md. 

Vincent Regimenti 

Severna Park, Md. 

Budne Reinke 

Preston, Md. 

Sharon Remmers 

Greencastle, Pa. 

William Resser 

Cumberland, Md. 

Paul Reznek 

Silver Spring, Md. 

James Rhodes 

Baltimore, Md. 

Howard Rice 

Rockville, Md. 

David Richardson 

Baltimore, Md. 

David Richman 

Randallstown, Md. 

Emanuel Richman 

Pikesville, Md. 

Jerome Richmond 

Baltimore, Md. 

Arthur Riley 

Westminster, Md. 

James Ritchie 

Frostburg, Md. 

Michael Roberts 

Arnold, Md. 

Zoe Robinson 

Gaithersburg, Md. 

Christopher Rodowskas, Sr. 

Pasadena, Md. 

Christopher Rodowskas 

Bethesda, Md. 

Anthony Rogalski 

Severna Park, Md. 

David Rombro 

Baltimore, Md. 

Jonas Rose 

Silver Spring, Md. 

Donald Rosen 

Baltimore, Md. 

Leon Rosen 

Baltimore, Md. 

Mary Rose 

Williamsburg, NY 

Joseph Rosenberg 

Baltimore, Md. 

Leon Rosenberg 

College Park, Md. 

Morris Rosenberg 

Silver Spring, Md. 

Robert Rosenberg 

Glen Burnie, Md. 

Sanford Rosenbloom 

Baltimore, Md. 

Sol Rosenstein 

Randallstown, Md. 

Alvin Rosenthal 

Baltimore, Md. 

John Roslyn 

Baltimore, Md. 

William Rossberg 

Baltimore, Md. 
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Rochelle Rotenberg 
Rockville, Md. 

John Roth 

Baltimore, Md. 

Ivan Rotkovitz 

Baltimore, Md. 

Melvin Rubin 

Baltimore, Md. 

John Ruggiero 

Washington, D.C. 

Joseph Ruppel 
Kingsville, Md. 

Michael Sachs 

Leonardtown, Md. 

Sr. Mary St. Henry 

Baltimore, Md. 

Harley Sanders 

Oakland, Md. 

Ronald Sanford 

Baltimore, Md. 

Milton Sappe 

Baltimore, Md. 

Alan Sapperstein 

Cockeysville, Md. 

Jacob Sapperstein 

Cockeysville, Md. 

William Scaglione 
Baltimore, Md. 

Peter Scali 

Reisterstown, Md. 

Norma Schapiro 

Baltimore, Md. 

Oscar Schapiro 
Phoenix, Md. 

Sandra Schapiro 
Silver Spring, Md. 

Amy Scherer 

Greenbelt, Md. 

Morton Scherr 

Baltimore, Md. 

Stanley, Scherr 

Glen Burnie, Md. 

Howard Schiff 

Baltimore, Md. 

Ronald Schindler 

Laurel, Md. 

David Schlein 

Baltimore, Md. 

Charles Schmidt 

Arnold, Md. 

Morton Schnaper 
Washington, D.C. 

Jack Schneider 

Chevy Chase, Md. 

Herbert Schneyer 

Baltimore, Md. 

Michael Schneyer 
Reisterstown, Md. 

Gerald Schonfeld 

Baltimore, Md. 

Charles Schultz 

Baltimore, Md. 

Cathic Schumaker 

Rockville, Md. 

Robert Schumaker 

Rockville, Md. 

Donald Schumer 

Baltimore, Md. 

Leonard Schutz 

Succasunna, N.J. 

Milton Schwartz 

Annapolis, Md. 

Nathan Schwartz 

Annapolis, Md. 

Wendy Schwartz 

Baltimore, Md. 

Alfred Schwartzman 

Baltimore, Md. 

W. Herdman Schwatka 

Baltimore, Md. 

David Scott 

Baltimore, Md. 

Edward Sears 

Kingsville, Md. 

Henry Seidman 

Baltimore, Md. 

Harry Sellers 

Cumberland, Md. 

John Sentman 

Elkton, Md. 

Bruce Serena 

Severna Park, Md. 

Joel Serin 

Alexandria, Va. 

Milda Sermuksnis 

Baltimore, Md. 

Albert Silverman 

Baltimore, Md. 

Louis Silverstein 

Chicago, Illinois 

Morton Silverstein 

Baltimore, Md. 

Harry Simmons 

Severna Park, Md. 

Marjorie Simon 

Rockville, Md. 

Isidore Singer 

Baltimore, Md. 

Henry Singman 

Washington, D.C. 

Robert Sinker 

Bethesda, Md. 

Ina Sirkis 

Baltimore, Md. 

Michael Skiba 

Rockville, Md. 

William Skinner 

Potomac, Md. 

Ralph Small 

Baltimore, Md. 

Alvin Stark 

Baltimore, Md. 

Paul Starr 

Laurel, Md. 

I. Barry Statter 

Baltimore, Md. 

Charles Steg 

Baltimore, Md. 

John Steighner 
York, Pa. 

Norman Steinberg 

Baltimore, Md. 

Elmer Sterling 

Church Hill, Md. 

George Stevenson 

Bethesda, Md. 

Joseph Stevenson 

Bel Air, Md. 

Milton Stewart 

Silver Spring, Md. 

George Stiffman 

Baltimore, Md. 

Jerome Stiffman 
Baltimore, Md. 

If you are a pharmacist and your 

name is not on these pages — 

contact the MPhA office and we 

will tell you how you can make 

next year’s list. 

David Serpick 

Baltimore, Md. 

Henry Shade 

Bloomsburg, Pa. 

Marion Shalowitz 
Arlington, Va. 

Carol Shap 

Glenelog, Md. 

Nannette Shapiro 

Greenbelt, Md. 

June Shaw 

Baltimore, Md. 

Christopher Shawyer 

Staten Island, N.Y. 

Samuel Sheller 

Baltimore, Md. 

Jeffrey Sherr 

Salisbury, Md. 

Douglas Sherwood 

Hagerstown, Md. 

Irving Shocket 

Baltimore, Md. 

Paul Siegel 

Baltimore, Md. 

Jack Silberman 

Takoma Park, Md. 

Andrew Silbert 

Randallstown, Md. 

Irvin Silen 

Baltimore, Md. 

John Smith 

Gaithersburg, Md. 

Royal Smith 

Baltimore, Md. 

Stanley Smith 

Rockville, Md. 

William Smith 

College Park, Md. 

William P. Smith 

Federalsburg, Md. 

Arnold Smolen 

Baltimore, Md. 

Robert Snyder 

Baltimore, Md. 

Sidney Sober 

Baltimore, Md. 

Melvin Sollod 

Silver Spring, Md. 

Sylvan Sollod 

Baltimore, Md. 

Sue Sonnenberg 
Laurel, Md. 

Arthur Spano 

Cumberland, Md. 

Edward Spearbeck 

Arlington, Va. 

Charles Spigelmire 

Baltimore, Md. 

Thomas Sporney 
Baltimore, Md. 

Martin Stogniew 

Baltimore, Md. 

John Strauch 

Baltimore, Md. 

Henry Sugarman 

Glen Burnie, Md. 

Bernard Sulewski 

Baltimore, Md. 

Fred Sullivan 

Dillon, Colorado 

Howard Surell 

Baltimore, Md. 

Thomas Suter 

Street, Md. 

Irving Swartz 

Alexandria, Va. 

Joel Swartz 

Silver Spring, Md. 

Joseph Tatelbaum 
West Orange, N.J. 

Leon Tattar 

Baltimore, Md. 

Lawrence Taylor 

Baltimore, Md. 

Ronald Telak 

Baltimore, Md. 

Laura Tepper 

Arnold, Md. 

James Terborg 

Aberdeen, Md. 



"2B Aome magaaenes, fapruback Cocks 

gid sakoy ee bach Ia dee cts. 
agatn wn 0 fleur days." 2 

That’s the prescription you can fill again and again for your customers if you have a fully 
stocked magazine department. 

Reading is a tonic for everyone. SELLING the reading material is our specialty. And it 
should be yours because turnover is the name of your game and nothing you sell turns over 
faster or more profitably than periodicals. 

If you’re not now offering periodicals to your customers, you should be. Just ask us how 
profitable it can be. 

And if you do have a magazine department, chances are your operation has outgrown it 
and it should be expanded. 

Think big. The great majority of our customers did more business with us in 1977 than in 1976. 

Get on the bandwagon. Call Phil Appel today at: 

The Maryland News Distributing Co. 
(301) 233-4545 
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Henry Theis 

University Park, Md. 

Robert Thiess 

Hagerstown, Md. 

Bruce Tischler 

Laurel, Md. 

Gary Todd 

Bel Air, Md. 

Anthony Tomasello 

Baltimore, Md. 

Sylvan Tompakov 

Baltimore, Md. 

Angelo Tompros 

McLean, Va. 

Robert Tomsko 

LaVale, Md. 

Earl Towers 

Denton, Md. 

James Truitt 

Federalsburg, Md. 

Samuel Tucker 

Washington, D.C. 

Sharon Valley 

Bethesda, Md. 

Roberta VanDuzer 

Severna Park, Md. 

Linda VanGuilder 

Baltimore, Md. 

Henry Verhulst 

Bethesda, Md. 

David Via 

Gaithersburg, Md. 

Dominic Vicino 

Beltsville, Md. 

Paul Vitale 

Baltimore, Md. 

Denise Von Rinteln 

Timonium, Md. 

George Voxakis 

Baltimore, Md. 

Mishel Wagman 

Silver Spring, Md. 

Charles Wagner 

Baltimore, Md. 

Herbert Wagner 

Baltimore, Md. 

Robert Walden 

Washington, D.C. 

David Walker 

Baltimore, Md. 

Richard Walsh 

Silver Spring, Md. 

H. Nelson Warfield 

Pikesville, Md. 

Jerome Warren 

Baltimore, Md. 

Irene Watson 

Oxon Hill, Md. 

Milton Waxman 

Elkton, Md. 

Joann Wehnert 

Salisbury, Md. 

David Weiner 

Baltimore, Md. 

Morton Weiner 

Miami, Fla. 

Phillip Weiner 
Baltimore, Md. 

William Weiner 

Baltimore, Md. 

Michael Weinstein 

Bowie, Md. 

Frederick Wendte 

Palmyra, Pa. 

LeRoy Werley 

Chapel Hill, N.C. 

Howard Wertheim 

Millersville, Md. 

Frank Wesolowski 

Baltimore, Md. 

Bernard White 

Randallstown, Md. 

Reese Whitesell 

Frederick, Md. 

Emil Wiatrak 

Greenbelt, Md. 

Maurice Wiener 

Baltimore, Md. 

Harry Wiest 

Waynesboro, Pa. 

Bruce Williams 

Temple Hills, Md. 

Diane Wills 

Hagerstown, Md. 

Terry Wills 

Hagerstown, Md. 

Solomon Winn 

Baltimore, Md. 

Thomas Wiser 

Baltimore, Md. 

Linda Wohl 

Baltimore, Md. 

Wanda Wolfe 

Rising Sun, Md. 

Richard Woznicki 

Columbia, Md. 

Morris Yaffe 

Potomac, Md. 

Stanley Yaffe 

Baltimore, Md. 

Ellen Yankellow 

Baltimore, Md. 

Martin Yankellow 

Baltimore, Md. 

Louis Yankeloff 

High Point, N.C. 

Deborah Yaplee 

Cumberland, Md. 

Irvin Yospa 

Randallstown, Md. 

Donald Young 
St. Michaels, Md. 

Jonas Yousem 

Edgewood, Md. 

Sidney Zalevsky 

Silver Spring, Md. 

Lane Zangwill 

Waldorf, Md. 

Joseph Zarych 

Washington, D.C. 

Max Zervitz 

Baltimore, Md. 

William Zimmerman 

Marriottsville, Md. 

Paul Zucker 

Randallstown, Md. 

Simon Zvares 

Silver Spring, Md. 

MPhA 

COMPLIMENTARY MEMBERSHIP 
TO THE 

1979 GRADUATES 

OF 
UNIVERSITY OF MARYLAND 

AND 
HOWARD UNIVERSITY 

SCHOOLS OF PHARMACY 

U of M Graduates 

Dimitrios Apostolou 

Baltimore, Md. 

Vahram Bedrossian 

Silver Spring, Md. 

Ruth M. Bendler 

Baltimore, Md. 

Joyce L. Bish 

Baltimore, Md. 

Ruth S. Blatt 

Baltimore, Md. 

John E. Braaten 

Baltimore, Md. 

Barry M. Bress 

Havre de Grace, Md. 

Cythia J. Brown 

Baltimore, Md. 

Janice A. Butler 

Midland, Md. 

Judith A. Chioli 

Reading, Pa. 

David D. Christ 

Baltimore, Md. 

James C. Christopher 
Baltimore, Md. 

SEPTEMBER, 1979 

James N. Cianos 

College Park, Md. 

Cynthia A. Cousin 

Baltimore, Md. 

Cheryl L. Cowen 

Smithsburg, Md. 

Randy L. Crispin 
White Plains, Md. 

Ruth E. Danielson 

Joppa, Md. 

David M. DeCillis 

Rockville, Md. 

Tommy W. Der 

Camp Springs, Md. 

Harry G. DeSantis 

Baltimore, Md. 

Rajiv R. Dewan 
Baltimore, Md. 

Marilyn J. D’lppolito 

Hyattsville, Md. 

Stephen L. Disharoon 

Delmar, Del. 

Karen B. Disney 

Baltimore, Md. 

Mary J. Eckert 

Baltimore, Md. 

Ross S. Engel 

Baltimore, Md. 

Evelyn R. Farinas 

Rockville, Md. 

Madeline Feinberg 

Kensington, Md. 

Dennis E. Fergusan 

Easton, Md. 

John P. Fink 
Baltimore, Md. 

Gary Flax 
Baltimore, Md. 

Ronald L. Frush 

Hagerstown, Md. 

Lisa L. Gillespie 

Baltimore, Md. 

Brenda E. Golden 

Chevy Chase, Md. 

Bruce M. Gordon 

Edgewood, Md. 

Jefferson J. Gregory 

Rockville, Md. 

Judy B. Gundel 

Baltimore, Md. 

Douglas B. Haggerty 
Baltimore, Md. 

Stephen L. Handelman 

Baltimore, Md. 

Joslyn R. Hart 

Baltimore, Md. 

Erkan Hassan 

Baltimore, Md. 

Elizabeth S. Hedlund 

Baltimore, Md. 

Thien C. Bui Ho 

Catonsville, Md. 

Julie M. Hutchinson 

Adelphi, Md. 

Deborah J. King 
Baltimore, Md. 

Suzanne Klies 

Clarksville, Md. 

Juliana S. Lee 

Baltimore, Md. 

Frederick J. Mack 

Batlimore, Md. 

Richard L. Mainzer 

Bowie, Md. 

Mark Mallach 

Severn, Md. 

Peter J. Manso 

Baltimore, Md. 

Diane Martin-Y ingling 

Union Bridge, Md. 

Francis L. Marzella Jr. 

Baltimore, Md. 

Suzanne R. Mayer 

Baldwin, Md. 

Richard A. Mills 

Baltimore, Md. 

Yuet L. Mok 

Wheaton, Md. 

Kim M. McFarlin 

Waldorf, Md. 

Lynda H. Oderda 

Annapolis, Md. 

William C. Oghoro 
Baltimore, Md. 

Nora O. Olomu 

Baltimore, Md. 

Keith E. Patterson 

Baltimore, Md. 

James L. Pellenbarg 
Baltimore, Md. 

Abraham Pelta 

Randallstown, Md. 

Robert J. Phelan 

College Park, Md. 

Susan Y. Pollack 

Baltimore, Md. 

John F. Riley 

Glen Burnie, Md. 

Jeffrey A. Rosen 

Baltimore, Md. 

David M. Russo 

Adelphi, Md. 

Robert E. Schaener 

Baltimore, Md. 

Kenneth Schneider 

Greenbelt, Md. 

Arthur Schwartz 

Baltimore, Md. 

Carla N. Snuggs 

Pasadena, Md. 

Robert K. Stegman Jr. 

Baltimore, Md. 

Harry A. Svrjcek, Jr. 

Baltimore, Md. 

Ernest D. Testerman 

Havre de Grace, Md. 

Frank T. Tetkoski 

Baltimore, Md. 

Mary Tommasello 

Gaithersburg, Md. 

Long K. Tran 

Baltimore, Md. 

Thu-Van T. Tran 

Gaithersburg, Md. 

Denise V. Turner 

Baltimore, Md. 

Eugene A. Vincent 
Baltimore, Md. 

Van Thanh VuThi 

Silver Spring, Md. 

Jolanta Weinrub 

Randallstown, Md. 

Teresa A. Wheelous 

Baltimore, Md. 

Gary J. Wirth 

Baltimore, Md. 

Connie L. Wolfgang 

Owings Mills, Md. 

Pamela Yavorsky 

Linthicum, Md. 
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The 
antihypertensive 
house 
that CIBA built. 

The name CIBA is all but synony- 

mous with antihypertensive 

therapy. Small wonder, since we 

market more of these drugs than 

any other company in the world. 

In fact, many of the standard 

antihypertensives now on your 

shelves were developed and 

introduced by CIBA 

We built our reputation on 

our drugs for hypertension. 

You can build your reputation 
on them, too. 

Clb A 

2/08857 



Kiat H. Yeo 

Silver Spring Md. 

Mary M. Ziomek 

Monkton, Md. 

Pharm. D. Students: 
Bonnie J. Brinkman 

Derwood, Md. 

Ira L. Fedder 

Baltimore, Md. 

Glenn E. Feroli 

Towson, Md. 

Deborah L. Mintzer 

Baltimore, Md. 

Marianne J. Pariseau 

Baltimore, Md. 

Katherine Pozoulakis 

Pikesville, Md. 

Howard Graduates 
Cynthia Y. Alston 

Silver Spring, Md. 

Calvin J. Alt, Jr. 

Glen Burnie, Md. 

Amanullah 

Kensington, Md. 

Asquo E. Asanansi 

Hyattsville, Md. 

Gwendolyn L. Atkins 

Washington, D.C. 

Linda D. Baskerville 

Washington, D.C. 

Joan Bogle 

Washington, D.C. 

Melanie V. Burley 

Washington, D.C. 

Caroline Charles 
Takoma Park, Md. 

Teresa A. Christian 
Washington, D.C. 

Shery]! Clark 

Washington, D.C. 

Cloretta J. Collins 
Baltimore, Md. 

Patrick M. Cooke 
Washington, D.C. 

Karen Dillard 

Washington, D.C. 

Hallett E. Dunkley 

Washington, D.C. 

Mary N. Fonjock 
Washington, D.C. 

Deborah A. Gilpin 

Aberdeen, Md. 

Nenita A. Gonzales 

Alexandria, Va. 

Thelma M. Grady 

Silver Spring, Md. 

Earyll R. Guest 

Mt. Rainier, Md. 

Rebecca C. Hantman 

Bethesda, Md. 

Paula A. Jackson 

Washington, D.C. 

Gloria M. Joiner 

Washington, D.C. 

Deborah L. Jones 

Washington, D.C. 

Jawara Kasimu-Graham 

Takoma Park, Md. 

David M. King 

Arlington, Va. 

Chul-Hoon Kwon 

Silver Spring, Md. 

Jenniver J. Lee 

Baltimore, Md. 

Lucy J. Lyons 

Washington, D.C. 

Gisele S. Mason 

Washington, D.C. 

Almeta M. Nicholson 

Washington, D.C. 

Paul L. O’Brien 

College Park, Md. 

Theophilus Ogu 

Hyattsville, Md. 

Cari W. Pao 

Alexandria, Va. 

Cheryl D. Parker 

Washington, D.C. 

Larry D. Parker 

Greenbelt, Md. 

Beverley A. Rose 

Washington, D.C. 

Terry P. Schectman 

Rockville, Md. 

Robert M. Taylor 

Washington, D.C. 

Kevin Walton 

Washington, D.C. 

Min Min S. Wang 

Springfield, Va. 

Jeanette White 

Takoma Park, Md. 

Howard L. Williams | 
Falls Church, Va. 

Wayne E. Wood | 
Washington, D.C. 

Sonia P. Wright 

Washington, D.C. 

On August 2, 1979, nearly 100 Baltimore Pharmacists turned out to 
Pimlico Hotel. Charles Spiglemire, Chairman of the “Pharmacist 
fast included: (left to right) Bernard Lachman, President of the Board of Pharmac 
Pharmaceutical Association; Mayor William Donald Schaefer; and Stanley Yaffe, Ch 

SEPTEMBER, 1979 

Pharmacists Attend 
Mayor’s Breakfast 

Pictures courtesy Paramount Photo Service 

s for Schaefer Committee” or 

honor Mayor William Donald Schaefer at a breakfast meeting at the 
ganized the event. Those who spoke at the break- 

y; Ralph Quarles, President of the Baltimore Metropolitan 
airman of the Board of the MPhA. 
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MAYER anv STEINBERG 

1959 ro 1979 —WE COULDN'T 
HAVE DONE IT WITHOUT YOU. 

INSURANCE AGENTS & BROKERS 

MAYER AND STEINBERG INC. 

BUSINESS e PROFESSIONAL e PERSONAL 

600 Reisterstown Road e Pikesville, Maryland 21208 e 484-7000 9 

YOUR AMERICAN DRUGGISTS’ INSURANCE CO. REPRESENTATIVE 
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LOEWY DRUG CO. DIVISION OF oy, 

Has For Your PHARMACY SOE 
A Complete Price Sticker and °"” 
Order Entry Program. 
Now Operating in over 500 Pharmacies Like Yours. 

THE SERVICE PROVIDES: retail price sticker & shelf labels, allowing you selective 

pricing for all items you purchase. Plus customized pricing for up to 1500 items. 

Two price system. 

OVER THE COUNTER MERCHANDISE RX MERCHANDISE 

PAM BCR ART Neato) OZ). BENTYL TAB 20MG 

#5681 QTY 2 aks 100 QTY 1 

334 Lies ? | NDC 68-0123-61 , 
7312-1359 2437-1576] 

Electronic Order Entry System 
Electronic order entry Terminal for in-store use. It’s light- ANNs, 
weight, portable and enables you to order 200 line items pee si ; 

in less than one minute. Transmits over telephone. Opera- ¢ Cm <4 7 
tional 24 hours a day . . . call at your convenience. 

Turnover and Profitability Reports sy 
Customized series of ongoing Turnover and Profitability 

. Reports for Your Store. Helpful information compiled from 
product movement of items in your store. 

CHECK THE BIG PLUS FEATURES: REPLY COUPON 

oe! A LOEWY DRUG CO. 
e Store Identification Labels. | 6801 QUAD AVENUE, BALTIMORE, MD. 21237 
e Complete Product Information. YES, I'd like to get more FACTS ABOUT SPACE: 
e Complete OTC and RX Pricing Stickers. 

e Quarterly Label Color Change. NAME 

e Tamper-proof (non-transfer) security. 

e Ink Screening of Coded Information. TITLE 
e Deal Contents Have Price Stickers. 

e Price Stickers for Selected Full Cases. het 

e NDC Numbers on All RX Products. ADDRESS 

e Customized Pricing. 

e Two Price System. | CITY STAI bp eee ee 



THE EVOLUTION OF THE PRESCRIPTION 
by 

John C. Krantz, Jr., Ph.D. 
Professor Emeritus 

Department of Pharmacology 

University of Maryland 
School of Medicine 

The physician’s prescription is one of the most ancient 

and time-honored documents known to man. Its origin 

echoed from the biblical lore of the Old Testament when God 

spoke to Moses, dictating the ingredients of a prescription as 

follows: 

Moreover the Lord spoke unto Moses saying, take thou 

also unto thee principal spices, of pure myrth five hundred 

shekels, and of sweet cinnamon half so much, even two hun- 
dred and fifty shekels, and of cassia five hundred shekels, 
after the shekel of the sanctuary, and of olive oil an hin: And 

thous shalt make it an oil of holy ointment, an ointment com- 

pound after the art of the apothecary. 
EXODUS 30:23-25 

From this ancient biblical account, God played the role of the 

physician and his trusted servant Moses that of the apothe- 

cary. 

In the Greek legend, Aesculapius, the god of the healing 

art, delegated to the beautiful Hygeia the duty of compound- 

ing his remedies. She was his apothecary. The physician- 

priests of Egypt were divided into 2 classes, those who visted 

the sick and those who remained in the temple and prepared 

the herb concoctions. 

In the healing art of ancient Greece there appeared to be a 

distinct separation between medicine and pharmacy. This 

condition also prevailed among the Roman practitioners. 

During the middle ages in Europe there was a marked tend- 

ency on the part of the physicians to prepare their own 

medicines. The Moorish influence in Europe caused a sep- 

aration of the duties of the two professions. The trend of sep- 

aration is exemplified by a law enacted by the City Council of 

Bruges, Belgium in 1683, forbidding physicians to prepare 

the medicines prescribed for their patients. 

In America, Benjamin Franklin was the first individual to 

effect a separation of the 2 professions. In the Pennsylvania 

Hospital, he appointed an apothecary, whose sole duties 

were to compound prescriptions. 

During the 19th century in America the prescription was 

the product of the age of poly-pharmacy through which 

medicine was passing. Most of the remedies were of herbal 

origin. Some were potent, but others were of little or no 

value. What is more, the pharmacologic response of the po- 

tent drugs was not well understood for the science of 

pharmacology had not yet evolved to delineate their finer 

pharmacologic profiles. The astute Voltaire cogently com- 

mented on the materia medica of his day with the following 

malediction, ‘‘Therapeutics is the pouring of a drug of which 

20 

one knows little into a patient of whom one knows less.” 

Oliver Wendell Holmes recommended the throwing of all the 

drugs into the sea, predicting that the patients would be bet- 

ter, the fish worse off, for the act. Before the turn of the cen- 

tury a typical prescription written for loss of appetite and 

mild sedation is as follows: 

RK 

Sod. Brom can 

Tr. Nux. Vom 5° 

Tr. Gent. C. a 

_ 
iv Tr. Cinchona C. q.s. 

M. 

Sig. a iN acsuudiac 

These poly-pharmacal prescriptions, like the foregoing, con- 

tained more than a dozen ingredients in their composition 

and were frequently unsightly mixtures and far from the 

elegant pharmaceuticals extant today. 

Through the first decades of the 20th century, the poly- 

pharmacal era, although wavering, continued to embrace 

most of the physicians’ prescriptions. But the science of 

pharmacology was beginning to have its impact. And what is 

more, therapeutic nihilists were entering the field of medi- 

cine. They were men witha critical view regarding the value 

of many of the generally used drugs. Outstanding among 

these physicians was the great Sir William Osler. Osler ex- 

pressed his view with subtle indirection. Speaking to his stu- 

dents on the wards of the Johns Hopkins Hospital shortly 

after the dawn of the century he asserted, referring to Car- 

damom Tincture compound, “‘ Here gentlemen Is a very use- 

ful drug. It has a beautiful color, pleasant ordor, delectable 

taste, and although we are convinced that it will do our pa- 

tient no good, we are equally certain it will do no harm.” It is 

surprising, however, that even Osler was markedly influ- 

enced by the poly-pharmacal era. A study of the prescrip- 

tions that he wrote in his days at Hopkins reveals 50 different 

chemicals and extractive herbal preparations. 
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The age of the poly-pharmacal persisted through World 

War I. This is indicated by the following prescription (dated 

1917) taken from one of the drug store files in the vicinity of 

the Johns Hopkins Hospital. 

R 

Tine. Opii. Camph. aaa 

Syrupi Ipecae BR 

Syr. Scillae a 

Syr. Yerba Santa Bes 

Aquae q.s. 27 

Msf % ii every 3 hr. 

But a revolution was in the making, namely, the rise of 

carbon chemistry. This was to change every facet of man’s 

life upon this planet and its impelling impact was evidenced 

by a complete metamorphosis of the prescription. Since 

1828, when Wohler synthesized urea, it is estimated that 2 

million new chemical compounds, never known to nature, 

have been prepared by the organic chemist. And this number 

is increasing at the prodigious rate of 20 to 50 thousand a 

year. The hormones were isolated and many synthesized, 

likewise the vitamins and the anti-infective drugs were to oc- 

cupy positions of pre-eminence in the physician’s armamen- 

tarium. The change took place with kaleidoscopic rapidity. 

The Pharmacopeia in 1900 contained about 80% vegetable 

drugs and the remainder chemicals. Half a century later the 

numbers were reversed and few drugs of vegetable origin are 

now official in this compendium. This change is manifested 

in these 2 prescriptions written in 1945: 

R 

Sulfadiazine 

Sodium Bicarb. aa. gr. xxiv 

M. Pulv. No. xii 

Sig, One with water t.i.d. 

R 

Elixir Thiamine chloride 

Sig. 1.t.i.d. a.c. 

SEPTEMBER, 1979 

One notes the simplicity of the prescription with the passing 

of the years. The principal agents prescribed were the sys- 

temic anti-infective drugs which include the sulfonamides 
and antibiotics. The number of the prescriptions for the 
psychotropic drugs is also very large. Indeed these 2 main 

categories of prescriptions follow implicitly the pattern of 

simplicity set by the two foregoing prescriptions written in 

1945. The cost of drugs today constitutes a large portion of 

the overall expenditure for medical care. 
The simplicity of the modern prescription has obviated 

the perplexing phenomenon of chemical and pharmaceutical 

incompatibility. But therapeutic incompatibility is still with 

us, stemming from the prescribing of 2 or 3 drugs on separate 

prescriptions for the same patient. The enhancement of di- 

gitalis toxicity, by the use of thiazide diuretics, provoking 
hypokalemia is a case in point. 

The new chemical compounds synthesized by the or- 

ganic chemist have provided us with drugs to treat satis- 

factorily diseases for which we had no available drug in the 

herbal, poly-pharmacal era. These 2 prescriptions make this 

abundantly clear: 

R 

Tab. Hydrochlorthiazide 50 mg. 
No. XXX 

Sig. One tablet b.i.d. morning and evening. 

R 

Cap. Indomethacin 25 mg. 
No. L 

Sig. One capsule t.i.d. 

It is clear that the evolution of the prescription has been of 
inestimable value in the treatment and cure of disease. The 
poly-pharmacal prescription had its origin in folklore and 

empiricism, the modern single prescription is the product of 
the combined efforts of the organic chemist and the pharma- 
cologist. In most instances the fine pharmacologic profile of 
drug action at a cellular level has been determined and side 

effects are well established. The prescription of the poly- 
pharmacal, herbal era may be compared to a blunt scalpel so 

dull that it could do no harm — one incapable of doing good, 

either. Likewise, the modern prescription drug is like the 
razor edge of the surgeon’s scalpel. If used with knowledge 
and precision, it can do incalcuable good, but without these 
prerequisites can be the cause of iatrogenic illness. The 
modern prescription is like the finger of God, it can heal and it 

can smite. 
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Add Another 
3 Hours 
To Your Day... 
without spending another minute 
in your store preparing, writing 
and calling in orders! 

CUT ORDER TIME TO SECONDS 
WITH OUR DIRECT ORDER ENTRY 
SYSTEM. 
Throw away the want book, stop writing 

those nervous little notes to yourself— 
Direct Order Entry is here to make your life 
easier! 

Now, this time-consuming chore can be cut 
to split second efficiency with our Direct 

Order Entry System. In a fraction of the time 
you spend every day compiling and placing 

orders, this system can perform many func- 

tions for better control of your business. 

MAXIMUM PROFITABILITY 
Time is money. And Direct Order Entry frees 

up more of your time so you can be doing 

the things that produce the greatest profit 

for you. 

THE DRUG HOUSE, INC. 
An Alco Standard Company 

SEPTEMBER, 1979 

ORDER 200 ITEMS IN 1 MINUTE... 
All order information is at your fingertips on 

pre-printed shelf labels for easy order input 
You won't waste another moment looking 

up item numbers, descriptions, strengths, 

NDC numbers, sizes, etc. Simply press the 
buttons and your order is recorded on the 

unit's cassette tape. Then, at your conve- 

nience, just dial the phone and your order Is 

quickly and accurately transmitted over 

ordinary telephone lines into our central- 

ized computer. Imagine—a 200 item order 

can be transmitted in just 60 seconds... 

from start to finish! 

0000204353 
Cia 13 

ca wei 

i ATCC 
a MTT 

Ry Pewee Td ae 

PRICE STICKERS... complete with all information 
for placing your order. 

DON’T WASTE ANOTHER MINUTE 
Our systems specialist would like to 
demonstrate the speed, efficiency and 
accuracy of Direct Order Entry for you. We'll 
also explain many other benefits and 
options to help you manage your business 

more profitably. \t just takes a few seconds. 
Call or mail this coupon today. 

| START CUTTING CORNERS HERE. 

TELL ME MORE ABOUT 

DIRECT ORDER ENTRY SYSTEMS. 

The Drug House, Inc. 
An Alco Standard Company 

600 S. 17th St., Harrisburg, Pa. 17105 

Attn: W. W. Hensel, RCS Dept. 

Name 

Pharmacy 

Address 

City 3 State Zip 

Phone Area Code(_) > 



LOOK WHAT'S BECOME OF THE 
MORTAR AND PESTLE. 

It's where pharmacy is today. 
And tomorrow’ss pharmacists are 

learning about it right now. 
Change is constant in the 

pharmaceutical industry. New 
classes of drugs are being devel- 
oped. Computer technology is ex- 
panding horizons from research 
to drug synthesis to final manufac- 
ture. New precision equipment is 
helping to produce consistently 
reliable products. New marketing 
techniques are evolving. And new 
government regulations are being 
proposed which could affect the 
way pharmacy is practiced. 

These changes are taking 
place at a rapid pace—so rapid, in 
fact, that the Pharmaceutical 
Manufacturers Association has 
created a unique educational 

program to help 
keep pharmacy 
school faculty, 

students and prac- 
ticing pharmacists 

aware of current industry 
practices. 

THE PMA PHARMACY 
FACULTY PROGRAM. REACHING 
THE PROFESSION THROUGH 
THE PHARMACY PROFESSOR. 

Now in its fourth year, the 
PMA Pharmacy Faculty Program 
is an invitation to educators to see 
firsthand what’s going on in the 
pharmaceutical industry. Parti- 
cipants in the program spend two 
weeks at the facilities of a major 
pharmaceutical firm, taking part in 
a series of daily conferences with 
its scientists and executives. Dur- 
ing this time, they get an overview 
of industry, technology, and ap- 
proaches associated with research 
and development, marketing and 

distribution, production and 
quality control. 

These faculty members can 
then bring back the knowledge 
gained to their students in the 
classroom, and to you, the practic- 
ing pharmacist, in continuing 

education programs. 

The PMA Pharmacy Faculty 
Program. It’s one of the things 
we re doing to help keep the pro- 
fession up to date on industry 
operations. 

For more information write 
to: Pharmaceutical Manufacturers 
Association, 1155 Fifteenth Street, 
N.W., Washington, D.C. 20005, 
Attention: Dr. John S. Ruggiero. 

PI 
Contributing to pharmacy 

education. 

PHARMACEUTICAL MANUFACTURERS ASSOCIATION/1155 FIFTEENTH STREET, N.W./WASHINGTON, D.C. 20005 
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\ 
Ron and Pat Telak at the MSHP Annual Outgoing President David Chason (right) receives the Geigy 
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Meeting held at Hershey Park, Pennsyl- Achievement Award from Richard Plotkin. vania. Ron is the incoming President of the 
Society. 

‘HOTEL HRISHEY. 
4 ’ “ 

ee 

Clarence Fortner (left) was the recipient of The MSHP Student Achievement Award ASHP President Clifford Hynniman addres- the W. Arthur Perdum Award presented by was won by Mary Jane Eckert and pre- sed the annual meeting. Robert Snyder. sented by David Chason. 

iY i 
, 

from left to right) Ronald Telak, John Bender (center) with his wife, received the Hospital Pharmacist President; Patrick Birmingham, President-elect; Karen Dempsky, of the Year Award from Dave Chason. Secretary; David Arrington, Treasurer; And David Chason, Chairman 
of the Board. 

Newly installed MSHP officers are: ( 
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Monte Cohon and Ray Townsend, Pharm. D.'s, operate our Drug Information 

and Clinical Pharmacy Section of the Medical Bioavailability Unit. 

Their job is to give you, your hospital colleagues, and physicians straight an- 

swers on the bioavailability, pharmacokinetics, drug interactions, dilution, compatibility and 

stability of any Upjohn drug. In a hurry, if you need it. They're our, and your answer men. 

As pharmacists their great satisfaction is in helping you and the physician make 

the right decisions for optimal patient care. They and 374 other pharmacists Upjohn | 

at Upjohn share our common pride at being part of the health care team. 

PRESENTING 
MONTE AND RAY, 
THE ANSWER MEN. 

40 

©1979 The Upjohn Company, Kalamazoo, Michigan 49001 
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LETTERS 

Dear Dave: 

At the Maryland Board of Pharmacy meeting on July 11, 
1979 the Board has agreed to adopt the following 
recommendations relative to expiration dates on the basis of 
scientific knowledge. The Board felt that these guidelines 
are in the best interest of both the patient and the prac- 
titioner. Our recommendation to the Division of Drug Con- 
trol will read: 

1. that expiration dates on a prescription should be a 
limit of one year from the time it is dispensed or the 
expiration date on the original package, whichever 
is shorter 

- when an original container is dispensed by the 
pharmacist he may use the expiration date on the 
label unless in his professional opinion that expira- 
tion date is professionally unsound. 

I hope that this will help clarify this law for all pharmacists 
and if there are any questions, please contact the Board at any 
time. 

tN 

Sincerely, 

7 7“ ss 

Paul Freiman, Secretary 
Maryland Board of Pharmacy 

Dear Mr. Banta: 
Thank you for running the will preparation and estate planning notice in the June issue of the Maryland Pharmacist on behalf of the University 

of Maryland at Baltimore. 
Any prospective donors to the School which result from the notice 

will be referred to Dean Kinnard and Mrs. Gaskins, the fund raising con- 
sultant for the school. 

If nothing else, the appearance of the notice should increase aware- ness among the pharmacy profession in Maryland of the School and Uni- 
versity’s interest in voluntary contributions. 

Many are unaware that the University benefits from private support. 
Too few of our citizens realize that if the University had to rely on tax and 
tuition dollars alone they wouldn’t have much ofa State university to rely 
on. (The State provides only one-third of the Operational funds.) For ex- 
ample: the educational environment at the School of Pharmacy is en- 
hanced because the School can draw on 24 endowments to fund lectures, 
scholarships and prizes, book acquisitions, research, fellowships, etc. 
Some of these gifts came during the lifetime of the donors. Others re- 
sulted from deferred gifts. 

However, please do not get the impression that the market value of 
the endowment and the income it generates puts the School of Pharmacy 
in a plush position. That would be a far from accurate evaluation of the 
situation for the School or the University. Our endowment resources are 
modest, almost trivial, when compared to those serving comparable pub- 
lic universities in the Midwest. 

Contributions given to the School of Pharmacy without further re- 
striction are equally as important as endowment contributions. “‘Now 
money”’ gives the School the flexibility to respond to emerging challenges 
and opportunities which can’t be anticipated when a budget for State dol- 
lars must be drafted ahead of time for any Current fiscal year. 
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A little over a year ago, as a result of Dean Kinnard’s initiative, the School launched a school-based annual giving program. We feel its suc- cess will continue to grow through direct mail, phonathon and face-to- 
face solicitation. I know the Dean and Mrs. Gaskins will appreciate any 
exposure you can provide for their fund-raising programs. 

Cordially, 

Hef k Bi 
Neil R. Bernstein 

Assistant Director 

Dear Dave: 
It was with interest that I read the letter from the Dean in the July 1979 Maryland Pharmacist. However, I would like to correct one part where it said the Board indicates that it would appear that 1,972 candidates will be taking the Board examination in June of this year. The actual figure is 175, which would confirm Dr. Kinnard’s thesis about a large number of out- of-state students coming to Maryland to take our exam in addition to the 

large number of reciprocities. 
I hope you will correct this error in the next issue. Thank you. 

Sincerely, 

7 9 ae . 

itil. trent 

Paul Freiman 

Secretary 

Editor's Note: We apologize for the error in the Dean's original letter. 

calendar 

SEPT. 11 — Alumni Assn. C.E. Program — Ethics in 
Pharmacy 

SEPT. 16 — PG-MC Installation Dinner Dance — In- 
dian Springs 

SEPT. 16 — Upper Bay Installation Banquet — Mary- 
land Golf & Country Club 

SEPT. 20 — BMPA Meeting — Quality Inn Pikesville 
OCT. 7 — Continuing Education Coordinating Council 

Seminar — ‘‘Inflammation: The Discriminate Use of 
Steroids.”’ 

OCT. 16-20 — NARD Convention — Las Vegas (con- 
tact office if interested in group travel) 

OCT. 25 — MPhA FALL REGIONAL — NEW 
CONVENTION CENTER 

NOV. 4 — Alumni Association — Oyster Roast 
JAN. 12-19 — MPhA ARUBA TRIP 
FEB. 10 — BMPA Banquet 

Every Sunday Morning at 6:15 a.m. listen to Charles Spigelmire on 
WCAO broadcast the Pharmacy Public Relations Program “Your 
Good Neighbor,” the oldest continuous public service show in Balti- 
more. 



We’ve Joined Hands to Offer You 
A Complete Buying Program 

For Greater Profit. 
ae 

— 

“iw 
97 Years of Reliability | 1 Year New & Growing 

F.A. DAVIS & SONS, we. | DAVIS & CALVERT, we. 
DISTRIBUTING COMPLETE LINES OF: DISTRIBUTING COMPLETE LINES OF: 

e Cigarettes af e Pharmaceuticals for 
e Tobaccos' : hospitals & pharmacies 

e Candy e Health & Beauty Aids 

e Sundries e ASTRO Merchandising 
e Health & Beauty Aids & Advertising Program 
e Groceries 

1111 S. PACA ST., BALTO., MD. 21230 901 CURTAIN AVE., BALTO., MD. 21218 
PHONE: 685-3900 PHONE: 467-2780 

Now YOU Can Consolidate Your 

Purchases With These Creative & 

Innovative Companies and SAVE! 
THE MARYLAND PHARMACIST 



Cut along dotted line and post in your pharmacy in a prominent place! 

Pharmacists Hold The Line on Inflation! 

Consumer Price Index for All Urban Consumers: 

Indexes for Selected Commodities and Services 

(1967-100) 

Figures Courtesy of U.S. Department of Labor 

Percentage 
November 1960 November 1978 Change 

Meats, poultry, and fish 89.6 218.0 +143.3% 

Dairy Products 90.0 [Nas 72 +114.7% 

Fruits and Vegetables 86.9 210.4 +142.1% 

Medical Care 80.0 227.0 +183.8% 

PRESCRIPTION DRUGS 114.9 134.9 + 17.4% 

Gasoline 94.4 205 +115.6% 

Beauty Parlor Services for Females 83.5 194.0 +132.3% 

Footwear S523 169.1 + 98.2% 

Refrigerator and Home Freezer WL Se, 149.5 T2720 

Consumer Price Index, All Items O73 202.0 +126.2% 
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Classified Ads 

Classified ads are a complimentary 
service for members. 

SITUATION WANTED 

PHARMACIST’S GROUP HAS BEEN FORMED 
TO SUPPLY RELIEF FOR VACATIONS OR 

EMERGENCIES. FOR FURTHER INFORMATION 
CALL EITHER LEON LAZARUS, 687-5470, 

OR JERRY KARPA AT 686-3700. 

— WANTED — 

Registered Pharmacists 
Due to recent expansion the Rite Aid Corporation has full-time 
positions available in the general Baltimore-Annapolis area. 

We offer — 

Competitive Salaries 
Co. Paid Blue Cross-Blue Shield 

Major Medical 
Life Insurance 

Individual Retirement Acct. 

Paid Vacations 

Paid Holidays 
Disability Ins. 
Advancement into Management 
Level Positions 

For information please contact Jim Kirkwood R.Ph. Director of 
Professional Placement at 301-825-8355 (out of town call col- 

lect) or send resume to: 

Jim Kirkwood 

3110 Quail Hill Dr. 
Midlothian, Va. 23113 
804-744-2924 

— Part-Time Positions Also Available — 

FOLKLIFE IN THE MUSEUM 
SEPTEMBER 27-30, 1979 

NATIONAL MUSEUM OF HISTORY 
AND TECHNOLOGY 

Scholars, students, and the general public are invited to a 

special program on American folk medicine to be held in the 
Smithsonian's National Museum of History and Technology in 

Washington, D.C., September 27 to 30. 
Demonstrations and exhibits will be located in the Medical 

Sciences Area of the Museum, and will include presentations 
by traditional healers, curers, and herbalists. Country doctors, 
pharmacists, and amaker of “black gum” toothbrushes will be 
on hand to explain the preparation and uses of salves, teas, 

ointments, and other folk remedies, as well as to compare the 
old medical methods and equipment with the new. 

All events are free. For more information, the public may 

call 202-381-6532. 

30 

Available from the MPhA Office 

— Notification for the patient under the Drug Product Selec- 

tion Law. 

— Heart Shaped Stickers — no charge 

— ‘C’ Stamps 

— Information on the Blue Cross/Blue Shield Major Medical 

Health Insurance Program 

—The Association’s Employment Clearinghouse, helping 

pharmacists and employers find one another. 

— Information-on the Aruba Trip, January 12-20, 1980 

— |.C. collection help 

— Pharmaceutical Protector Plan — Comprehensive Insur- 

ance for your pharmacy 

— Information on the NEW USP/NF on sale from MPhA. 

For these and many other services, contact Sharon at the 

MPhA Office, (301) 727-0746. 

a 

FOR SALE 
Ee ee eee 

4 large antique apothecary hanging window globes with 

chains, 1891 vintage, excellent condition — Call John Lutz, 

(301) 435-0941. 
Neen ee 

HELP PHARMPAC 

Put your Message where your chest is 

—onatee shirt — 

“Pharmacisti Lamdudum Defutati Sunt” 

(Pharmacists have been ____ long enough) 

Cost: $7.00 and it’s yours, Tax deductible. 

Available — Ladies, sm, med or lge. 
Men, med, Ige, XLge. 

Make Checks or Money Order payable to PharmPAC 
c/o Wilson Point Pharmacy 

1014 Wilson Point Rd. 
Middle River, Maryland 21220 

Photo courtesy of Paramount Photo 

PHARMAGISTI 
LAMDUDUM 

< 

Pharmacist Abe Glazer with 

PharmPAC tee-shirt 

THE MARYLAND PHARMACIST 



~ WHEN DID 300 EXPERTS 

Maybe the new USP DI and the established 
USP-NF have come as close to an agreement as 
anyone can get. 

The information in the comprehensive USP DI, 
from side effects to patient advice, has evolved 
through review by over 300 physicians, pharmacists, 
dentists, and nurses. The new USP DI is the first 
consensus of its kind. 

No other reference comes close to this kind of 
authority. 

But then, no other drug dispensing guide is 
compiled by the United States Pharmacopeial 
Convention, the same people who publish the 

USP-NF 

STANDARDS OF QUALITY 
Sets forth legally enforceable standards for drug strength, quality 
purity, packaging, and labeling. 

UNIVERSALLY USED 
Assurance that the drug you dispense 
meets the physician’s standards, and 
yours, because these USP standards 
are required of all brands. 

COMPREHENSIVE 
More than 2,300 USP monographs for 
active ingredients and dosage forms: 
more than 200 NF monographs for 
inactive pharmaceutic ingredients. 

CRITICAL DATA 
Information on drug stability, dosage 
forms, controlled drug regulations, and 
child-resistant containers. And, 
excerpts of antibiotic regulations. 

MODERN METHODS 
Expanded application of dissolution 
and pressurized liquid chromatography: 
thermal automated analysis; limulus 
test; new standards for prescription 
and other packaging materials. 

USP 
XX 
NE 
XV 

Maryland Pharmaceutical 

Association 

650 W. Lombard Street 

Baltimore, MD 21201 
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EVER 
AGREE ON ANYTHING? 

United States Pharmacopeia and the National 
Formulary, the legally recognized compendia of 
standards for drug strength and quality. 

And the review process continues. The 1980 
USP Dispensing Information includes a full year of 
updates, until the 1981 edition is ready. 

Now, for the first time, USP XX and NF XV are 
being published together in one volume, the 1980 
USP-NF. You can even order the complete 1980-84 
USP-NF supplements with this one handy form. 

Both USP DI and USP-NF will be available 
January 2. Order now. There’s no easier way to get 
the information you need when you need it most. 

USP DI 

CROSS-INDEXED 
Lists drugs by generic and brand names, even by category of use. 

UNIQUE CONSULTATION GUIDE 
Summarizes dispensing advice in professional and lay language. 

CATEGORIES OF USE 
Describes the types of drugs and their general use. 

PRECAUTIONS 
Covers drug interactions, diagnostic 

interference, medical complications, 
and much more. 

SIDE EFFECTS 
Lists selected side effects, and their 
Clinical significance. 

DOSAGE INFORMATION 
Details dosage forms, preparation, 
Strength, packaging, storage, and 
labeling. 

Gt ies % ons =e = same | 
( Mail to your State Pharmacy Association ) 

closed is my check or money order for $ payable to 
SPC for: 

En 
U 

L} 1980 Dispensing Information, with updates, at $15 each ($18.75 
after December 15). 
O 

O 

1980 USP-NF compendia of drug standards, at $65 each: with 
supplements, $90 each. 
both USP-NF, with supplements, and USP DI, $98 (separately, 
$108.75 after December 15). 

ADDRESS ease ae 

61) Ge ak a = : | 

lh ——e __ZIP. 
PA residents add 6% sales tax. 



Don't let these “bugaboos” 
confuse you. 

You can receive full and fair reimbursement 
on your Medicaid prescriptions. 

® It’s worth re-emphasizing that every 
participating* state will reimburse for 
branded TYLENOL® with Codeine @ 
(acetaminophen plus codeine) tablets—up 
to MAC (Maximum Allowable Cost). 

® Reimbursement will cover your cost 
(up to MAC) plus your professional fee for 
handling and dispensing (as established by 
each state). 

® This is true regardless of AWP (Average 
Wholesale Price) listings. 
AWP listings are not the standard by which 

to gauge MAC allowances. 

McNEIL] McNeil Laboratories, MCNEILAB, Inc., Fort Washington, PA 19034 

® To determine compensation, consider 
your actual acquisition cost (AAC)—plus 
your professional fee. 

® It adds up to this: You can dispense 
TYLENOL with Codeine tablets and receive 
full and fair reimbursement (up to MAC) 
for your Medicaid prescriptions year round. 

® Although McNeil is not involved in 
reimbursement, we'd be glad to supply 
further information. See your McNeil 
Representative—or write to us. 

“Alaska, Arizona and Wyoming do not participate in a 
federally funded drug reimbursement program. 

©McNEILAB. Inc.. 1979 
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President's Message 

The October 25, 1979 Fall Regional Meeting of the Association is anexperiment 

[ hope you will participate in. This year’s meeting will begin at 6:00 p.m. at the New 

Convention Center in Baltimore and is a departure from our normal all-day confer- 

ences. We hope we can cover as much material with our programming and, at the 

same time, attract a number of members to this meeting who have not attended in the 

past. We are always open to new suggestions about our meeting times and topics. Let 
the office know how you feel. 

The MPhA has filed formal comments with the hearing officer on the FDA’s 

proposal for Patient Package Inserts (see the letters to the editor section). We disagree 

with the FDA on this approach for a number of reasons. 

Recently it has come to our attention that the voluntary patient package insert, 

started by Lilly with Darvon, may pose an enormous liability for Pharmacists. While 

the insert is voluntary, the pharmacist who dispenses it has established a standard of 

practice for that class of drug. This particular insert mentions the trade name over a 

dozen times and comes across as a marketing tool. These same pharmacists are not 

probably dispensing similar information with their generic propoxyphene HCL pre- 

scriptions. But the standard has been established for Darvon, and should some 

incident bring this to court, the judge would ask why one brand of the drug would 

require the patient information and not the other. 

On the other hand, there appears to be a liability question if the pharmacist 

does not distribute the voluntary patient package inserts when they are available, 

especially if all of the other pharmacists in the community are. Once again, pharma- 

cists are caught in the middle of the war between larger forces, and we stand to lose the 
most. 

I would like to make a special point to mention the appointment of a pharmacist 

to the high position of Commissioner of the Food and Drug Administration. Jere E. 

Goyan is the Dean at the Pharmacy school at the University of California. His 

appointment is good news for the profession and should help pharmacy’s morale at a 

time when it badly needs encouraging news. 

Rene bo 
RONALD LUBMAN 

OCTOBER, 1979 



Manufacturer disclosure 

To keep drug product selection a workable concept, Pharmacists need information about the source of the drug products 
before they purchase them. The California Pharmaceutical Association has written to drug manufacturers and distribu- 
tors asking them to provide information on which companies actually manufacture the final dosage form. On these pages 
is the latest information provided to CPhA and is being reprinted with their permission. All information concerning the 
manufacturers of drug products applies only to those dosage forms and strengths distributed by the companies. The 
distributor appears on the left and the manufacturer on the right. 

DISTRIBUTOR MANUFACTURER 

ACETAMINOPHEN with CODEINE 4, ¥%, and 1 gr. Tabs 

Burroughs Wellcome Co. 
H.R. Cenci Labs 

Geneva Generics 
Heun/Norwood Labs 
McKesson Labs 
McNeil Labs 
Parke-Davis 
Penta Products 
Philips Roxane 
Purepac Pharm. 
Rugby Labs 
Sheraton Labs 
Smith Kline & French Labs 
Stayner Corp. 
Towne, Paulsen & Co. 
Vangard Labs 
West-ward 

Wolins Pharmacal 

Burroughs Wellcome Co. 
Zenith Labs 
Cord Labs 
Heun/Norwood Labs 
Danbury Pharmacal 
McNeil Labs 
Parke-Davis 
Halsey Drug Co. 
Philips Roxane 
Halsey Drug Co. 
Halsey Drug Co. 
Cord Labs 
Philips Roxane 
Cord Labs 
Towne, Paulsen & Co. 

Heun/Norwood Labs 
Halsey Drug Co. 
Blue Cross Products or 

Zenith Labs 

AMINOPHYLLINE 100 and 200mg Tabs 

H.R. Cenci Labs 

Coast Labs 
Columbia Medical Co.* 
Geneva Generics 
ICN Pharm. 
Invenex Pharm. 

McKesson Labs 
Parmed Pharm. 
Penta Products 

Rugby Labs 
Sheraton Labs 
Stanlabs* 
Stayner Corp. 
United. Pharm." 
Vangard Labs 
West-ward 
Wolins Pharmacal 

Richlyn Labs or Cord Labs 
Cord Labs 
Richlyn Labs 
Cord Labs 
ICN Pharm. 

Invenex Pharm. 

Richlyn Labs 
Bowman or Drummer Labs 
Halsey Drug (100mg) 
ICN Pharm. (200mg) 
Chelsea Labs 

Cord Labs 
Stanlabs 
Cord Labs 
Richlyn Labs 
Richlyn Labs 
West-ward 
Richlyn Labs or 

Blue Cross Products 

AMITRIPTYLINE HCI 10, 25, and 50mg Tabs 

H.R. Cenci Labs 

Coast Labs 
Geneva Generics 
Hoffmann-La Roche 
Lederle Labs 
McKesson Labs 
Merck Sharp & Dohme 
Parmed Pharm. 

Penta Products 
Philips Roxane 
Rubgy Labs 
Sheraton Labs 
Smith Kline & French Labs 
Stayner Corp 
Vangard Labs 
Warner/Chilcott 

West-ward 

Wolins Pharmacal 

AMOXICILLIN 

M.D. Pharm. 
M.D. Pharm. 

Cord Labs 
Hoffman-La Roche 
Biocraft Labs 
Barr Labs 
Merck Sharp & Dohme 
Biocraft Labs 
Barr Labs 
Philips Roxane 
Chelsea Labs 
M.D. Pharm. 

Philips Roxane 
Cord Labs 
Biocraft Labs 
Warner/Chilcott 
Cord Labs 
Biocraft Labs 

125mg Liquid, 250mg Liquid and Caps, and 500mg Caps 

Beecham Labs 
Geneva Generics 
Hoffmann-La Roche 
Parke-Davis 
Parmed Pharm. 

Penta Products 
Rexall Drug Co 
A.H. Robins Co 
Rugby Labs 

Vangard Labs 
Wolins Pharmacal 

4 

Beecham Labs 
Pierrel America 
Hoffmann-La Roche 
Parke-Davis 

Biocraft Labs, Pierrel 

America, or Premo Pharm. 
Biocraft Labs 
Biocraft Labs 
Biocraft Labs 
Biocraft Labs 
Biocraft Labs 

Biocraft Labs 

AMPICILLIN 
125 and 250mg Liquid, 125, 250, and 500mg Caps 

American Pharm. Co.* 
American Quinine Prod.” 
Ayerst Labs 
Beecham Labs 
Bristol Labs* 
H.R Cenci Labs 
Coast Labs 
Columbia Medical Co.* 
ICN Pharm. 
Geneva Generics 

Biocraft Labs or Zenith Labs 
Zenith Labs 

Beecham Labs 
Beecham Labs 
Bristol Labs 
Biocraft Labs 
Mylan Pharm. 
Biocraft Labs 
Mylan Pharm. 
Mylan Pharm., Biocraft Labs, 

or Zenith Labs 

CONJUGATED ESTROGENS 0.625, 1.25, and 2.5mg Tabs 

Ayerst 
H.R. Cenci Labs 
Coast Labs 
Geneva Generics 
McKesson Labs 
Parmed Pharm. 

Penta Products 
Purepac Pharm. 
Rugby Labs 
Sheraton Labs 
Stayner Corp. 
Vangard Labs 
West-ward 
Wolins Pharmacal! 

Ayerst 
Cord Labs 
Cord Labs 
Cord Labs 
Cord Labs 
Cord Labs or Heather 

Drug. Co. 
Barr Labs 
Cord Labs 
Cord Labs 
Cord Labs 
Cord Labs 
ICN Pharm. 
Cord Labs 
ICN Pharm. or Heather 

Drug Co. 

DEXAMETHASONE 0.75mg Tabs 

Coast Labs 
Geneva Generics 
Interstate Drug Exchange 

Lederle Labs 
McKesson Labs 
Merck Sharp & Dohme 
Parmed Pharm. 

Penta Products 
Philips Roxane 
Rowell Labs 
Rugby Labs 
Schering Corp. 
Smith Kline & French Labs 
Stayner Corp. 
Towne, Paulsen & Co. 
Vangard Labs 
West-ward 
Wolins Pharmacal 
Zenith Labs* 

Cord Labs 
Cord Labs 
Zenith Labs or 

Danbury Pharm. 
Barr Labs 
Cord Labs 
Merck Sharp & Dohme 
Danbury Pharmacal or Carter 
Barr Labs 
Philips Roxane 
Rowell Labs 
Chelsea Labs 
Schering Corp. 
Philips Roxane 
Cord Labs 
Towne, Paulsen & Co. 
Barr Labs 
West-ward 
M.D. Pharm. or Zenith Labs 

Zenith Labs 

DICYCLOMINE 10 and 20mg Tabs or Caps 

H.R. Cenci Labs 
Geneva Generics 
Lederle Labs 
McKesson Labs 
Parmed Pharm. 

Penta Products 
Rugby Labs 
Sheraton Labs 
Stayner Corp. 

Towne, Paulsen & Co. 

Vangard Labs 
Wolins Pharmacal 

DIETHYLSTILBESTROL Tabs 

Dome Labs 
Eli Lilly & Co. 
Penta Products 
Rugby Labs 

Richlyn Labs 
Barr Labs 
Barr Labs 
Danbury Pharmacal 

Bolar Pharm. or Danbury 
Pharmacal 

Barr Labs 
Chelsea Labs 
Chromalloy Pharm. 
Chromalloy Pharm. (10mg) 
Generic Pharm. (20mg) 
Generic Pharm. or Barr Labs 
Generic Pharm. 
Tablicaps, Richlyn Labs, or 

Generic Pharm. 

Dome Labs 
Eli Lilly & Co. 
Tablicaps 
Tablicaps 

DIGITOXIN 0.1 and 0.2mg Tabs 

Abbott Labs 
American Pharm. Co. 
Cord Labs 
Zenith Labs 
Invenex Pharm. 

Barr Labs 
Eli Lilly & Co. 
Barr Labs 
Parke-Davis 
Zenith Labs 
Barr Labs or Purepac Pharm. 
Towne, Paulsen & Co. 
Barr Labs 
Ketchum Labs 
West-ward 
Zenith Labs, Barr Labs, or 

Abbott Labs 
American Pharm. Co.* 
H.R. Cenci Labs 
Columbia Medical Co.* 
Invenex Pharm. 

Lederle Labs 
Eli Lilly & Co. 
McKesson Labs 
Parke-Davis 
Parmed Pharm. 
Rugby Labs 
Towne, Paulsen & Co. 
United Pharm.* 
Vangard Labs 
West-ward 
Wolins Pharmacal 

DIGOXIN 0.25mg Tabs 

American Pharm. Co.* 
Burroughs Wellcome Co. 
H.R. Cenci Labs 
Columbia Medical Co.* 
Lederle Labs 
McKesson Labs 
Parmed Pharm. 
Philips Roxane 
Purepac Pharm. 
Rugby Labs 
Smith Kline & French Labs 
Towne, Paulsen & Co. 
United Pharm.* 
Vangard Labs 
West-ward 
Wolins Pharmacal 

Ketchum Labs 

American Pharm. Co. 
Burroughs Wellcome Co. 
Zenith Labs 
Blue Cross Products 
Barr Labs 
Zenith Labs 
Zenith Labs 
Philips Roxane 
Rondex Labs 
Halsey Drug Co. 
Philips Roxane 
Towne, Paulsen & Co. 
Barr Labs 
Zenith Labs 
West-ward 

Zenith Labs 

DIPHENHYDRAMINE EXPECTORANT Liquid 

H.R. Cenci Labs 
Columbia Medical Co.* 
Geneva Generics 
Lederle Labs 
Life Labs* 
McKesson Labs 
Parke-Davis 
Parmed Pharm. 
Penta Products 
Rugby Labs 

Sheraton Labs 
Stayner Corp. 

United Pharm.” 
Vangard Labs 
Wolins Pharmacal 

H.R. Cenci Labs 
Bay Labs 
Cord Labs 
National Pharm. 

Life Labs 
MK Labs 
Parke-Davis 
Cord Labs 
Life Labs 
Bay Labs, Clay Park Labs, or 

National Pharm. 

Bay Labs 
Cord Labs or Chromalloy 

Pharm. 
National Pharm. 
National Pharm. 
National Pharm., Generic 
Pharm., Zenith Labs, or 
Chromalloy Pharm. 

DIPHENHYDRAMINE HCI 25 and 50mg Caps 

H.R. Cenci Labs 

Coast _abs 
Columbia Medical Co.* 

Geneva Genevics 

ICN Pharm. 

Invenex Pharm. 

Lederle Labs 

Life Labs* 
McKesson Labs 
Parke-Davis 
Parmed Pharm 

Cord Labs 
Cord Labs 
Barr Labs or 

Zenith Labs 
Cord Labs 

ICN Pharm. 
Invenex Pharm. 

Barr Labs 
Life Labs 

MK Labs 
Parke-Davis 

Danbury Pharmacal, Barr 

Labs, or Zenith Labs 

“No response was received from this company. The infor- 
mation listed has been taken from previous articles. 
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Penta Products 
Philips Roxane 
Rugby Labs 
Sheraton Labs 

Smith Kline & French Labs 
Stayner Corp 
Towne, Paulsen & Co. 
United Pharm.* 

Vangard Labs 
West-ward 
Wolins Pharmacal 

MANUFACTURER 

Generic Pharm. or Barr Labs 
Philips Roxane 
Chelsea Labs 
Chromalloy Pharm. or 

Generic Pharm 

Smith Kline & French Labs 
Chromalloy Pharm 
Towne, Paulsen & Co 
Barr Labs 
Generic Pharm 

West-ward 
National Pharm., Generic 

Pharm, Zenith Labs, 
or Chromalloy Pharm 

DIPHENOXYLATE HCI 2.5mg Tabs 

Rexall Drug Co M.D. Pharm 

DIPHENOXYLATE HCI 2.5mg with ATROPINE SULFATE 
025mg 

Coast Labs 
Geneva Generics 
Lederle Labs 
Mallinckrodt 

McKesson Labs 

Penta Products 
Philips Roxane 
Purepac Pharm 
Rugby Labs 
Sheraton Labs 
Smith Kline & French Labs 
Stayner Corp. 
Towne, Paulsen & Co. 
Vangard Labs 
West-ward 
Wolins Pharmacal 

DONNATAL Tabs 

A.H. Robins Co 

M.D. Pharm 

Cord Labs 
Barr Labs 
Mallinckrodt 
Barr Labs 
Barr Labs 
Philips Roxane 
Halsey Drug Co. 
Chelsea Labs 
M.D. Pharm. 
Mylan Pharm. 
M.D. Pharm. or Mylan Pharm. 
Barr Labs 
M.D. Pharm 
Halsey Drug Co. 
M.D. Pharm. or Generic 

Pharm. 

A.H. Robins Co. 

DOXYCYCLINE HYCLATE 50mg Caps 

Geneva Generics 
Parmed Pharm 
Pfizer Pharm 

Rachelle Labs 
Rexall Drug Co 
Rugby Labs 
Stayner Corp 
United Pharm.” 
Vangard Labs 
West-ward 
Wolins Pharmacal 

Cord Labs 
Rachelle Labs 
Pfizer Pharm 

Rachelle Labs 
R.P. Scherer Corp. 
Rachelle Labs 
Rachelle Labs 

Rachelle Labs 
Rachelle Labs 

Danbury Pharmacal 
Rachelle Labs 

ERYTHROMYCIN BASE 250 and 500mg Tabs 

Abbott Labs 
Dista Products Co. 

McKesson Labs 
A.H. Robins Co. 
The Upjohn Co. 
Wolins Pharmacal 

Abbott Labs 
Eli Lilly & Co. 
Reid-Provident Labs 
A.H. Robins Co. 
The Upjohn Co. 
Abbott Labs 

ERYTHROMYCIN STEARATE 250 and 500mg Tabs 

Abbott Labs 
American Quinine Products* 

Bristol Labs* 

H.R. Cenci Labs 
Coast Labs 
Columbia Medical Co.* 
Dow Pharm.* 
Geneva Generics 
ICN Pharm. 

Lederle Labs 
Mallinckrodt 

McKesson Labs 

Parke-Davis 
Parmed Pharm. 

Penta Products 
Pfipharmecs 
Philips Roxane 
Rexall Drug Co. 
Rugby Labs 
Sheraton Labs 
Smith Kline & French Labs 
E.R. Squibb & Sons* 
Stayner Corp. 
Towne, Paulsen & Co. 
United Pharm.* 
Vangard Labs 
West-ward 
Wolins Pharmacal 

Wyeth Labs* 
Zenith Labs* 

Abbott Labs 
Zenith Labs 

Bristol Labs 
Zenith Labs 
Mylan Pharm. 
Barr Labs 
Barr Labs 
Cord Labs 
Barre Drug Co. 
Barr Labs or Mylan Pharm. 
Mylan Pharm. 
Barr Labs (250mg) 
Mylan Pharm. (500mg) 
Parke-Davis 
Barr Labs, Zenith Labs 

Mylan Pharm., or Richie 

Barr Labs 
Pfizer Pharm. 
Mylan Pharm. 
Mylan Pharm. 
Mylan Pharm. 
Mylan Pharm. 
Mylan Pharm. 
E.R. Squibb & Sons 
Mylan Pharm. 
Mylan Pharm. 
Barr Labs 
Mylan Pharm. 
Zenith Labs 
Zenith Labs or Barr Labs 

(250mg), Mylan Pharm. 
Mylan Pharm. 
Zenith Labs 

ESTERIFIED ESTROGENS 0.625, 1.25, and 2.5mg Tabs 

Syntex Labs Syntex Labs 

FERROUS GLUCONATE 325mg Tabs 

American Pharm. Co.* 
H.R. Cenci Labs 
Coast Labs 
Columbia Medical Co.” 
Geneva Generics 
Heun/Norwood Labs 
Invenex Pharm 
Parmed Pharm 
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Inwood Labs 

Cord Labs 
Phoenix Labs or Tablicaps 
Bolar Pharm 
Cord Labs or Tablicaps 
Heun/Norwood Labs 

Invenex Pharm 
Bolar Pharm. or Richlyn Labs 

Penta Products 
Rugby Labs 
Stanlabs* 
Stayner Corp 
United Pharm.” 
Vangard Labs 
West-ward 

Wolins Pharmacal 

Tablicaps 

Chelsea Labs 
Stanlabs 
Stayner Corp 
Richlyn Labs 
Richlyn Labs 
Richlyn Labs 
Tablicaps or Richlyn Labs 

FERROUS SULFATE 300 and 325mg Tabs 

American Pharm. Co.* 
H.R. Cenci Labs 
Coast Labs 
Columbia Medical Co.* 
Geneva Generics 
Heun/Norwood Labs 
ICN Pharm. 
Invenex Pharm. 
Eli Lilly & Co. 
Parke-Davis 
Parmed Pharm. 
Penta Products 
Philips Roxane 
Rugby Labs 
Sheraton Labs 

Smith Kline & French Labs 
Stanlabs* 
Stayner Corp. 
Towne, Paulsen & Co. 
United Pharm.* 
Vangard Labs 
West-ward 
Wolins Pharmacal 

Tablicaps 
Richlyn Labs or Tablicaos 
Phoenix Labs 
Tablicaps 
Cord Labs or Tablicaps 
Heun/Norwood Labs 
ICN Pharm. 
Invenex Pharm. 
Eli Lilly & Co. 
Parke-Davis 
Richlyn Labs or Inwood 
W.T. Thompson 
Philips Roxane 
Chelsea Labs 
W.T. Thompson or 

Chromalloy Pharm. 
Smith Kline & French Labs 
Stanlabs 
W.T. Thompson 
Towne, Paulsen & Co. 
Richlyn Labs 
Drummer Labs 
Standard Pharm. 
Tablicaps or Richlyn Labs 

FLUOCINOLONE ACETONIDE 0.025% and 0.01% Cream 

Allergan Pharmaceuticals 
Rugby Labs 
Syntex Labs 

Marion Labs 
Clay Park Labs 
Syntex Labs 

FLURANDRENOLIDE Cream or Ointment 

Dista Products Co. 
Rugby Labs 

Eli Lilly & Co. 
Clay Park Labs 

GLUTETHIMIDE 0.125, 0.25, and 0.5gm Tabs 

H.R. Cenci Labs 
Coast Labs 
Geneva Generics 
McKesson Labs 
Parmed Pharm. 

Rugby Labs 
Sheraton Labs 
Stayner Corp. 
USV Pharm. 
Vangard Labs 
Wolins Pharmacal 

GLUTETHIMIDE 0.5gm Caps 

USV Pharm. 

Zenith Labs 
M.D. Pharm. 
Cord Labs 
Cord Labs 
Lannett Co. 

or M.D. Pharm. 
Chelsea Labs 
Cord Labs 
Cord Labs 
USV Pharm. 
M.D. Pharm. 
M.D. Pharm., Lannett Co., 

or Danbury Pharmacal 

USV Pharm. 

HYDRALAZINE HCI 25 and 50mg Tabs 

H.R. Cenci Labs 
Ciba Pharm. 
Geneva Generics 
Lederle Labs 
Lemmon Pharmacal 
McKesson Labs 
Parmed Pharm. 

Penta Products 

Purepac Pharm. 
Rugby Labs 
Sheraton Labs 
Stayner Corp. 
Towne, Paulsen & Co. 
Vangard Labs 
West-ward 

Wolins Pharmacal 

Zenith Labs or Richlyn Labs 
Ciba-Geigy Corp. 
Cord Labs or Zenith Labs 
Barr Labs 
Lemmon Pharmacal 
Barr Labs 
Premo Pharm. or 

Zenith Labs 
Barr Labs 

Barr Labs 

Chelsea Labs 
Cord Labs 
Cord Labs 
Barr Labs 

Barr Labs 
Danbury Pharmacal (25mg) 
Richlyn Labs (50mg) 
Danbury Pharmacal, 

Barr Labs, Zenith Labs, 
or Premo Pharm. 

HYDROCHLOROTHIAZIDE 50mg Tabs 

Abbott Labs 
H.R. Cenci Labs 
Central Pharmacal 
Ciba Pharm. 
Coast Labs 
Geneva Generics 
Lederle Labs 
Lemmon Pharmacal 

McKesson Labs 
Merck Sharpe & Dohme 
Parke-Davis 
Parmed Pharm. 

Penta Products 
Philips Roxane 
Rexall Drug Co. 
Rugby Labs 
Sheraton Labs 
Stanlabs* 
Stayner Corp. 
Towne, Paulsen & Co. 
United Pharm.” 
Vangard Labs 
West-ward 

Wolins Pharmacal 

Abbott Labs 
Zenith Labs or Camall Co. 
Camall Co. 
Ciba-Geigy Corp. 
Camall Co. 
Cord Labs 
Barr Labs 
Reid-Provident Labs 
Inwood Labs 
Merck Sharp & Dohme 
Abbott Labs 
Zenith Labs, Bolar Pharm., 

or Heather Drug Co. 
Barr Labs 
Philips Roxane 
Barr Labs 
Chelsea Labs 
Camall Co. 
Bolar Pharm. 

Chromalloy Pharm. 
Towne, Paulsen & Co. 
Generic Pharm. 
Generic Pharm. 
West-ward 
Zenith Labs, Generic Pharm. 

Chromalloy Pharm., or 
Camall Co. 

HYDROCORTISONE %%, 42%, and 1% Cream or Ointment 

Barnes-Hind 
H.R. Cenci Labs 
Columbia Medical Co.” 
Coast Labs 
Dermik Labs 
Dome Labs 
E. Fougera & Co. 
Geneva Generics 
Life Labs’ 
Owen Labs 
Parke-Davis 
Parmed Pharm. 

Pasadena Research Labs 
Penta Products 
Pfipharmecs 
Rowell Labs 

Rugby Labs 
Sheraton Labs 
Stanlabs* 
Stayner Corp. 
Towne, Paulsen & Co. 
United Pharm.* 
The Upjohn Co. 
Vangard Labs 
West-ward 
Wolins Pharmacal 

Barnes-Hind 
H.R. Cenci Labs 

Ambix Labs 

Chemrich Pharm 
Dermik Labs 
Dome Labs 
Byk-Gulden 
Ambix Labs 
Life Labs 
Owen Labs 
Parke-Davis 

Biocraft Labs or 
Pharma Derm 

Life Labs 
Life Labs 
Pfizer Pharm. 

Rowell Labs 

Clay Park Labs 
Ingram Pharm. 
Stanlabs 
Ingram Pharm 
Towne, Paulsen & Co. 

Life Labs 
The Upjohn Co. 
Schaeffer-Davis 

Biocraft Labs 
Schaeffer-Davis or Ambix 

IMIPRAMINE 10, 25, and 50mg Tabs 

Abbott Labs 
H.R. Cenci Labs 
Coast Labs 
Geigy Pharm. 
Geneva Generics 
Lederle Labs 
Lemmon Pharmacal 
McKesson Labs 
Parmed Pharm. 

Penta Products 
Philips Roxane 
Purepac Pharm. 
A.H. Robins 
Rugby Labs 
Sheraton Labs 
Smith Kline & French Labs 
Stayner Corp. 
Towne, Paulsen & Co. 
USV Pharm. 
Vangard Labs 
West-Ward 
Wolins Pharmacal 

ISONIAZID 100mg Tabs 

American Pharm. Co.* 

H.R. Cenci Labs 
Columbia Medical Co.* 
Dow Pharm.* 
Eli Lilly & Co. 
McKesson Labs 
Parke-Davis 
Parmed Pharm. 
Penta Products 

Rugby Labs 
Sheraton Labs 
E.R. Squibb & Sons* 
Stanlabs* 
Stayner Corp. 
Towne, Paulsen & Co. 
United Pharm.* 
Vangard Labs 
West-ward 
Wolins Pharmacal 

Abbott Labs 
Bolar Pharm. 
Cord Labs 
Ciba-Geigy Corp. 
Cord Labs 
Biocraft Pharm. 
K. V. Pharm. Co. 
Biocraft Pharm. 
Premo Pharm. or Bolar 

Pharm. 

Biocraft Pharm. 
Philips Roxane 
Bolar Pharm. 
Biocraft Labs 
Chelsea Labs 
Biocraft Labs 
Smith Kline & French Labs 

Cord Labs 
Biocraft Labs 
Ciba-Geigy Corp. 
Bolar Pharm. 
Biocraft Labs 
Biocraft Labs 

Ormont 
Zenith Labs 
Zenith Labs 
Dow Pharm. 
Eli Lilly & Co. 
Danbury Pharmacal 
Parke-Davis 

Zenith Labs or Bolar Pharm. 
Barr Labs 
Chelsea Labs 
Stanley Drug Co. 
E.R. Squibb & Sons 
Stanlabs 
Barr Labs 
Towne, Paulsen & Co. 

Richlyn Labs 
Danbury Pharmacal 
West-ward 
Ormont or Bolar Pharm. 

ISOSORBIDE DINITRATE 5 and 10mg Tabs 

H.R. Cenci Labs 
Geneva Generics 
Ives Labs 
Lederle Labs 
McKesson Labs 
Parmed Pharm. 

Penta Products 
Purepac Pharm. 
Rugby Labs 

Sheraton Labs 
Towne, Paulsen & Co. 
Vangard Labs 
West-ward 

Wolins Pharmacal 

L-DOPA 250mg Caps 

Eaton Labs* 
Geneva Generics 
Hoffmann-La Roche 

Zenith Labs 
Cord Labs 
Ives Labs 
Cord Labs 
Danbury Pharmacal 
Bolar Pharm., Zenith Labs, 

or Barr Labs 
Barr Labs 
Purepac Pharm. 
Chelsea Labs 

Cord Labs 
Cord Labs 
Zenith Labs 
West-ward 
Zenith Labs, Danbury 

Pharmacal, or Barr Labs 

Eaton Labs 
Bolar Pharm. 
Hoffman-La Roche 

MECLIZINE HCI 12.5 and 25mg Tabs 

H.R. Cenci Labs 
Coast Labs 
Geneva Generics 
Lederle Labs 

McKesson Labs 
Parmed Pharm 

Penta Products 

Zenith Labs or Camall Co. 
Cord Labs or Camall Co. 
Cord Labs 
Cord Labs 
Richlyn Labs 
Bolar Pharm. or Zenith Labs 
Cord Labs 

* No response was received from this company The intor- 
mation listed has been taken from previous articles 



K Kor Profit 
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An annual summary of 
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® No charge 
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Purepac Pharm. 
Roerig 
Rugby Labs 
Sheraton Labs 
Stayner Corp. 
Towne, Paulsen & Co. 

Vangard Labs 
West-ward 
Wolins Pharmacal 

MANUFACTURER 

Cord Labs 
Pfizer Pharm. 

Chelsea Labs 
Camall Co. 
Cord Labs 
Generic Pharm. or 

Danbury Pharmacal 
Camall Co. 
West-ward 

Camall Co., Zenith Labs, or 
Generic Pharm. 

MEPROBAMATE 200 and 400mg Tabs 

American Quinine Prod.* 

H.R. Cenci Labs 

Coast Labs 
Columbia Medical Co.” 
Geneva Generics 
ICN Pharm. 
Kirkman Labs* 

Lederle Labs 
Lemmon Pharmacal 

McKesson Labs 
Parke-Davis 
Parmed Pharm. 

Penta Products 
Philips Roxane 
Purepac Pharm. 
Rexall Drug Co. 
Richlyn Labs’ 
Rugby Labs 
Sheraton Labs 
Smith Kline & French Labs 
Stanlabs* 
Stayner Corp. 
Towne, Paulsen & Co. 
United Pharm.* 
Vangard Labs 
Wallace Labs 
West-ward 
Wolins Pharmacal 

Wyeth Labs* 
Zenith Labs* 

Zenith Labs 
Zenith Labs 
Cord Labs 
Blue Cross Products 
Cord Labs 
ICN Pharm. 
Barr Labs 

Barr Labs 
Lemmon Pharmacal 

MK Labs 
Parke-Davis 

Barr Labs, Richlyn Labs, 
or Zenith Labs 

Barr Labs 
Philips Roxane 
Purepac Pharm. 

Barr Labs 
Richlyn Labs 
Chelsea Labs 
Chromalloy Pharm. 
Smith Kline & French Labs 
Stanlabs 
Chromalloy Pharm. 
Towne, Paulsen & Co. 
Richlyn Labs 
Generic Pharm. 
Carter-Wallace 
West-ward 
Blue Cross Products, 

Zenith Labs, Generic 
Pharm., or 

Danbury Pharm. 
Wyeth Labs 
Zenith Labs 

METHENAMINE MANDELATE 0.5 and 1gm Tabs 

H.R. Cenci Labs 
Coast Labs 
Columbia Medical Co.* 
Geneva Generics 
Invenex Pharm. 

Lederle Labs 

McKesson Labs 
Parke-Davis 
Parmed Pharm. 

Penta Products 
Rugby Labs 
Sheraton Labs 

Stanlabs* 
Stayner Corp. 
United Pharm.* 

Vangard Labs 
Warner/Chilcott 

West-ward 
Wolins Pharmacal 

Chromalloy Pharm. 
Cord Labs or Tablicaps 
Tablicaps 
Cord Labs 
Invenex Pharm. 
Cord Labs 
Cord Labs 
Warner/Chilcott 
Heather Drug Co. 
Cord Labs 
Tablicaps 
Cord Labs or 

Chromalloy Pharm. 
Stanlabs 
Chromalloy Pharm. 
Tablicaps 
Heather Drug Co. 
Warner/Chilcott 
Standard Pharm. 
Heather Drug Co. or 

Tablicaps 

NICOTINIC ACID 50 and 100mg Tabs 

Abbott Labs 
American Pharm. Co.* 

H.R. Cenci Labs 

Columbia Medical Co.* 
Heun/Norwood Labs 
ICN Pharm. 
Invenex Pharm. 

Eli Lilly & Co. 
McKesson Labs 
Parke-Davis 
Philips Roxane 
Rexall Drug Co. 
Rugby Labs 
Sheraton Labs 

E.R. Squibb & Sons” 
Stanlabs* 
Stayner Corp. 
Towne, Paulsen & Co. 

United Pharm.” 

Vangard Labs 
West-ward 

Wolins Pharmacal 

Abbott Labs 
American Pharm. Co. 
H.R. Cenci Labs or 

Zenith Labs 
Generic Pharm. 
Heun/Norwood Labs 
ICN Pharm. 
Invenex Pharm. 
Eli Lilly & Co. 

MK Labs 
Parke-Davis 
Philips Roxane 
Rexall Drug Co. 
Chelsea Labs 
W.T. Thompson or Stayner 

Corp. 
E.R. Squibb & Sons 
Stanlabs 
Stayner Corp. 
Towne, Paulsen & Co. 
Northridge Labs 
Generic Pharm. 
West-ward 
Generic Pharm. 

NITROFURANTOIN 50 and 100mg Tabs or Caps 

American Pharm. Co.* 
H.R. Cenci Labs 
Columbia Medical Co.* 
Dow Pharm.” 

Eaton Labs* 
Geneva Generics 
Lederle Labs 
McKesson Labs 

Parmed Pharm 
Penta Products 
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Lannett Co. 
Zenith Labs 
Zenith Labs 
Dow Pharm 

Eaton Labs 
Bolar Pharm. or Zenith Labs 

Ketchum Labs 
Pierre! America 

Bolar Pharm 
Ketchum Labs 

Rugby Labs 
Sheraton Labs 
Stanlabs* 
Stayner Corp. 
Towne, Paulsen & Co. 
United Pharm.” 

Vangard Labs 

West-ward 

Wolins Pharmacal 

Bolar Pharm. or Chelsea Labs 
Premo Pharm 
Lannett Co. 
Premo Pharm. 

Ketchum Labs 
Zenith Labs 

Ketchum Labs (tablets) 
Bolar Pharm. (caps) 
Ketchum Labs 

Bolar Pharm. or Zenith Labs 

NYSTATIN Oral Tabs, Suspension, and Vaginal Tabs 

Lederle Labs 
Parmed Pharm. 
Rugby Labs 
Wolins Pharmacal 

ORPHENADRINE HCI Tabs 

Riker Labs 

Lederle Labs 
Premo Pharm. 
Premo Pharm. 
Premo Pharm. 

Riker Labs 

PAPAVERINE HCI 150mg Caps 

American Pharm. Co.* 
H.R. Cenci Labs 
Central Pharmacal 
Coast Labs 
Columbia Medical Co.* 
Geneva Generics 
Heun/Norwood Labs 
ICN Pharm. 
Key Pharm. 
Lederle Labs 
Lemmon Pharmacal 
Marion Labs 

McKesson Labs 
Parke-Davis 
Parmed Pharm. 

Penta Products 
Philips Roxane 
Purepac Pharm. 
Rexall Drug Co. 
Rugby Labs 
Sheraton Labs 
Stanlabs* 
Stayner Corp. 
Towne, Paulsen & Co. 
United Pharm.” 
USV Pharm. 
Vangard Labs 
West-ward 
Wolins Pharmacal 

Inwood Labs 
Cord Labs 
Central Pharmacal 
Cord Labs or Phoenix Labs 
Heather Drug Co. 
Cord Labs 
Heun/Norwood Labs 
ICN Pharm. 
Key Pharm. 
Mylan Pharm. 
K.V. Pharm. 
Marion Labs 
Cord Labs 
Marion Labs 
Inwood Labs, Heather Drug 

Co., or Zenith Labs 
Generics 
Cord Labs 
Rondex Labs 
Mylan Pharm. 
Chelsea Labs 
Chromalloy Pharm. 
Danbury Pharm. 
Chromalloy Pharm. 
Mylan Pharm. or Cord Labs 
Zenith Labs 
USV Pharm. 
Danbury Pharmacal 
Danbury Pharmacal 
Chromalloy Pharm. or 

Zenith Labs 

PHENYTOIN (DIPHENYLHYDANTOIN) 

H.R. Cenci Labs 

Coast Labs 
Geneva Generics 

Lederle Labs 
McKesson Labs 
Parke-Davis 
Parmed Pharm. 

Penta Products 

Rugby Labs 
Stayner Corp. 

Vangard Labs 
West-ward 
Wolins Pharmacal 

Zenith Labs 
Zenith Labs 
Lannett Co. or 

Generic Pharm. 
Generic Pharm. 
Zenith Labs 
Parke-Davis 
Zenith Labs 

Generic Pharm. 
Generic Pharm. 
Generic Pharm. 

Generic Pharm. 
Zenith Labs 
Zenith Labs, Lannett Co., 

or Generic Pharm. 

PENICILLIN G 250mg Tabs and 125 and 250mg Liquid 

American Pharm. Co.* 
H.R. Cenci Labs 

Coast Labs 
Geneva Generics 
Lederle Labs 
Eli Lilly & Co. 
McKesson Labs 
Parke-Davis 
Parmed Pharm. 

Penta Products 

Pfipharmecs 
Philips Roxane 
Rexall Drug Co. 
Rugby Labs 
Sheraton Labs 
Smith Kline & French Labs 
E.R. Squibb & Sons* 
Stanlabs* 
Stayner Corp. 
Towne, Paulsen & Co. 

United Pharm.” 

Vangard Labs 
West-ward 

Wolins Pharmacal 

Wyeth Labs* 

PENICILLIN V POTASSIUM 

Zenith Labs 
Biocraft Labs 
Mylan Pharm. 
Mylan Pharm. 
Mylan Pharm. 
Eli Lilly & Co. 
Mylan Pharm. 
Mylan Pharm. 
Biocraft Labs 
Biocraft Labs 
Pfizer Pharm. 
Mylan Pharm. 
Mylan Pharm. 
Mylan Pharm. 
Mylan Pharm. 
Mylan Pharm. 
E.R. Squibb & Sons 
Biocraft Labs 
Mylan Pharm. 
Mylan Pharm. or 

Biocraft Labs 
Biocraft Labs 
Mylan Pharm. 
Biocraft Labs 
Zenith Labs or Mylan 

Pharm. (tabs), Biocraft 

Labs 
Wyeth Labs 

250 and 500mg Tabs, 125 and 250mg Liquid 

Coast Labs 
Columbia Medical Co." 
Geneva Generics 

ICN Pharm 

Eli Lilly & Co. 
McKesson Labs 
Parke-Davis 

Mylan Pharm. 
Biocraft Labs 
Mylan Pharm. or 

Biocraft Labs 
Zenith Labs 
Eli Lilly & Co 
Mylan Pharm 
Parke-Davis 

Parmed Pharm 
Penta Products 
Pfipharmecs 
Purepac Pharm 

Rexall Drug Co. 
A.H. Robins Co. 

Rowell Labs 

Rugby Labs 
Sheraton Labs 

Smith Kline & French Labs 
E.R. Squibb & Sons* 
Stanlabs* 
Stayner Corp 

Towne, Paulsen & Co. 

United Pharm.* 
The Upjohn Co. 

Vangard Labs 
West-ward 
Wolins Pharmacal 

Wyeth Labs* 

Biocraft Labs 
Biocraft Labs 
Pfizer Pharm 

Rondex Labs 
Mylan Pharm 
Biocraft Labs 
Biocraft Labs 
Mylan Pharm 

Mylan Pharm. or 
Biocraft Labs 

Mylan Pharm 
E.R. Squibb & Sons 
Biocraft Labs 
Mylan Pharm 

Mylan Pharm. or 
Biocraft Labs 

Biocraft Labs 

The Upjohn Co 
Biocraft Labs 
Biocraft Labs 
Biocraft Labs or Zenith 

Labs (tabs), Mylan 

Pharm. (250mg tabs) 
Wyeth Labs 

PENTAERYTHRITOL TETRANITRATE 10 and 20mg Tabs 

American Pharm. Co.* 
H.R. Cenci Labs 
Columbia Medical Co.* 
Invenex Pharm. 

McKesson Labs 
Parke-Davis 

Parmed Pharm. 
Penta Produts 

Rugby Labs 
Sheraton Labs 
Smith Kline & French Labs 
Stanlabs* 
Stayner Corp. 
Towne, Paulsen & Co. 
United Pharm.” 
Vangard Labs 
Warner/Chilcott 

West-ward 
Wolins Pharmacal 

American Pharm. Co. 

Zenith Labs 
Blue Cross Products 
Strong Cobb Arner 
Zenith Labs 
Warner/Chilcott 
Zenith Labs or Bolar Pharm. 

Richlyn Labs 
Bolar Pharm. 
Zenith Labs 
Smith Kline & French Labs 
Stanlabs 
Zenith Labs 
Towne, Paulsen & Co. 

Zenith Labs 

Zenith Labs 
Warner/Chilcott 

West-ward 
Bolar Pharm. or Zenith Labs 

PHENOBARBITAL 15, 30, 65, and 100mg Tabs 

Beecham-Massengill Pharm. 
H.R. Cenci Labs 
Central Pharmacal 
Columbia Medical Co.* 

ICN Pharm. 
Invenex Pharm. 

Lederle Labs 
Lemmon Pharmacal 
Eli Lilly & Co. 
McKesson Labs 
Parke-Davis 

Parmed Pharm. 

Penta Products 
Philips Roxane 
Purepac Pharm. 
Rugby Labs 
Smith Kline & French Labs 
Stanlabs* 
United Pharm.” 

Vangard Labs 
West-ward 
Winthrop Labs* 
Wolins Pharmacal 
Wyeth Labs* 

Beecham-Massengill Pharm. 
Cord Labs 
Central Pharmacal 
Richlyn Labs or 

Blue Cross Products 
ICN Pharm. 
Invenex Pharm. 

Barr Labs 
Lemmon Pharmacal 
Eli Lilly & Co. 
MK Labs 
Parke-Davis 

Zenith Labs or 
Richlyn Labs 

Barr Labs 
Philips Roxane 
Rondex Labs 
Marshall Pharm. 

Philips Roxane 
Stanlabs 
Richlyn Labs 
Marshall Pharm. 

West-ward 
Winthrop Labs 
Danbury Pharm. or Barr Labs 
Wyeth Labs 

PHENYLBUTAZONE and ANTACID Caps 

Geigy Pharm. 
Geneva Generics 
Parmed Pharm. 
Rugby Labs 
USV Pharm. 
West-ward 

Ciba-Geigy Corp. 
Pharmadyne Labs 
Premo Pharm. 
Chelsea Labs 
Ciba-Geigy Corp. 
Premo Pharm. 

PHENYLBUTAZONE 100mg Tabs 

Geigy Pharm. 
Parmed Pharm. 

USV Pharm. 

PILOCARPINE Eyedrops 

Allergan Pharm. 
Ayerst 
Parmed Pharm. 
Rugby Labs 
Sheraton Labs 
Wolins Pharmacal 

Ciba-Geigy Corp. 
Premo Pharm. 
Ciba-Geigy Corp 

Allergan Pharm 
Ayerst 
Maurry Biological 
Ketchum Labs 
Ketchum Labs 
Ketchum Labs 

POTASSIUM CHLORIDE Liquid 10% and 20% 

Abbott Labs 
H.R. Cenci Labs 

Coast Labs 
Columbia Medical Co.” 

Geneva Generics 
Lederle Labs 
Life Labs* 
Parke-Davis 
Penta Products 

Pfipharmecs 
Philips Roxane 

Abbott Labs 
H.R. Cenci Labs 
Chemrich Labs 
National Pharm 

Bay Labs 
National Pharm 

Life Labs 
Ketchum Labs 

Life Labs 
Pfizer Pharm 
Philips Roxane 

* No response was received from this company. The infor- 
mation listed has been taken from previous articles 



DISTRIBUTOR 

Rugby Labs 

Sheraton Labs 
Stanlabs* 
Stayner Corp 
Towne, Paulsen & Co. 
United Pharm.* 
Vangard Labs 
Wolins Pharmacal 

PREDNISOLONE 5mg Tabs 

H.R. Cenci Labs 

Columbia Medical Co.* 
Geneva Generics 
ICN Pharm. 

Lemmon Pharmacal 
McKesson Labs 
Parmed Pharm. 

Pasadena Research Labs* 
Penta Products 
Pfipharmecs 
Philips Roxane 
Rexall Drug Co. 
Rugby Labs 
Sheraton Labs 
Stanlabs* 
Stayner Corp. 
Towne, Paulsen & Co. 
United Pharm.* 
The Upjohn Co. 
Vangard Labs 
West-ward 

Wolins Pharmacal 

PREDNISONE 5mg Tabs 

American Pharm. Co.* 

H.R. Cenci Labs 
Central Pharmacal 

Columbia Medical Co.* 
Dome Labs 
Geneva Generics 
ICN Pharm. 
Kirkman Labs* 

Lederle Labs 
Lemmon Pharmacal 

McKesson Labs 
Parke-Davis 
Parmed Pharm. 

Penta Products 
Philips Roxane 
Purepac Pharm. 
Rexall Drug. Co. 
Richlyn Labs* 
Rowell Labs 
Rugby Labs 
Schering Corp. 
Sheraton Labs 

Smith Kline & French Labs 
Stanlabs* 
Stayner Corp. 
Towne, Paulsen & Co. 
The Upjohn Co 
United Pharm.* 
Vangard Labs 
West-ward 

Wolins Pharmacal 

Zenith Labs* 

MANUFACTURER 

Clay Park Labs, Newtron 
Pharm., or National Pharm. 

Anpak 
Stanlabs 
Chromalloy Pharm. 
Towne, Paulsen & Co. 
Chromalloy Pharm. 
National Pharm. 
National Pharm. or 

Newtron Pharm. 

Zenith Labs 
Zenith Labs 

Cord Labs 
ICN Pharm. 
Lemmon Pharmacal 
MK Labs 
Zenith Labs, Danbury 

Pharm., or Richlyn Labs 
Linden Labs 
Barr Labs 
Pfizer Pharm. 

Philips Roxane 
Rexall Drug Co. 
Chelsea Labs 
Chromalloy Pharm. 
Stanlabs 
Cord Labs 
Towne, Paulsen & Co. 
Richlyn Labs 
The Upjohn Co. 
Generic Pharm. 
West-ward 

Ketchum Labs, Generic 
Pharm., Zenith Labs, or 

Richlyn Labs 

Barr Labs 
Richlyn Labs 
Central Pharmacal 
Richlyn Labs 
Dome Labs 
Cord Labs or Barr Labs 
ICN Pharm. 

Kirkman Labs 
Lederle Labs 
Lemmon Pharmacal 
MK Labs 
Parke-Davis 
Richlyn Labs, Heather 

Drug Co., or Zenith Labs 
Barr Labs 
Philips Roxane 
Rondex Labs 
Rexall Drug Co. 
Richlyn Labs 
Rowell Labs 
Chelsea Labs 
Schering Corp. 
Chromalloy Pharm. or 

Cord Labs 
Philips Roxane 
Stanlabs 
Chromalloy Pharm. 
Towne, Paulsen & Co. 
The Upjohn Co. 
Richlyn Labs 
Generic Pharm. 
West-ward 

Ketchum Labs, Generic 

Pharm., Zenith Labs, or 

Richlyn Labs 
Zenith Labs 

PROBENECID with COLCHICINE Tabs 

H.R. Cenci Labs 

Lederle Labs 

McKesson Labs 
Merck Sharp & Dohme 
Parmed Pharm 

Penta Products 

Rugby Labs 
Sheraton Labs 
Stayner Corp 
Towne, Paulsen & Co 
West-ward 

Wolins Pharmacal 

PROBENECID 500mg Tabs 

Geneva Generics 
Lederle Labs 
McKesson Labs 

Merck Sharp & Dohme 
Penta Products 

Rugby Labs 
Sheraton Labs 

Stayner Corp 
Wolins Pharmacal 

Richlyn Labs 
Mylan Pharm. 
Richlyn Labs 
Merck Sharp & Dohme 
Zenith Labs or 

Danbury Pharmacal 
Danbury Pharmacal 
Chelsea Labs 
Chelsea Labs 
Danbury Pharmacal 
Danbury Pharmacal 
Danbury Pharmacal 
Richlyn Labs or Zenith Labs 

Mylan Pharm. 
Mylan Pharm. 
Mylan Pharm. 

Merck Sharp & Dohme 
Danbury Phrarmacal 
Mylan Pharm. 
Mylan Pharm 

Mylan Pharm. 
Zenith Labs 

PROMETHAZINE EXPECTORANT with CODEINE 

H.R. Cenci Labs 
Geneva Generics 
Lederle Labs 
Lemmon Pharmacal 
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H.R. Cenci Labs 

Cord Labs 
National Pharm. 

Lemmon Pharmacal 

Life Labs* 
Penta Products 
Rugby Labs 

Sheraton Labs 
Stayner Corp 
Towne, Paulsen & Co. 
United Pharm.* 

Vangard Labs 
Wolins Pharmacal 

Life Labs 
Life Labs 
Halsey Drug Co. or 

National Pharm. 

Bay Labs 
Cord Labs 

Towne, Paulsen & Co. 
National Pharm. 
National Pharm. 

Bay Labs or National Pharm. 

PROMETHAZINE EXPECTORANT PEDIATRIC 

H.R. Cenci Labs 
Geneva Generics 
Life Labs* 
Penta Products 
Rugby Labs 
Sheraton Labs 
Stayner Corp. 
United Pharm.* 
Vangard Labs 
Wolins Pharmacal 

H.R. Cenci Labs 
Bay Labs 
Life Labs 
Life Labs 

Bay Labs or National Pharm. 
Bay Labs 
Bay Labs 
National Pharm. 

National Pharm. 
National Pharm. 

PROMETHAZINE EXPECTORANT with PHENYLEPHRINE 

H.R. Cenci Labs 
Columbia Medical Co.* 
Geneva Generics 
Life Labs* 
Penta Products 
Rugby Labs 
Sheraton Labs 
Stayner Corp. 
United Pharm.* 
Vangard Labs 
Wolins Pharmacal 

H.R. Cenci Labs 
Bay Labs 
Cord Labs or Bay Labs 
Life Labs 
Life Labs 
Bay Labs or National Pharm. 
Chromalloy Pharm. 
Chromalloy Pharm. 
National Pharm. 
National Pharm. 
National Pharm. 

PROMETHAZINE EXPECTORANT PLAIN 

H.R. Cenci Labs 
Columbia Medical Co.* 
Geneva Generics 
Lederle Labs 
Lemmon Pharmacal 
Life Labs* 

Penta Products 
Rugby Labs 

Sheraton Labs 
Stayner Corp. 
Towne, Paulsen & Co. 
United Pharm.* 
Vangard Labs 
Wolins Pharmacal 

H.R. Cenci Labs 
Bay Labs 
Cord Labs or Bay Labs 
National Pharm. 
Lemmon Pharmacal 
Life Labs 
Life Labs 
Bay Labs or National 

Pharm. 

Bay Labs 
Chromalloy Pharm. 
Towne, Paulsen & Co. 
National Pharm. 
National Pharm. 
National Pharm. or 

Bay Labs 

PROPANTHELENE BROMIDE 15mg Tabs 

H.R. Cenci Labs 
Coast Labs 
Geneva Generics 
Lederle Labs 
McKesson Labs 
Parmed Pharm. 

Penta Products 
Philips Roxane 
Purepac Pharm. 
Rugby labs 

Sheraton Labs 

Stayner Corp. 
Vangard Labs 
West-ward 
Wolins Pharmacal 

Bolar Pharm. 
Cord Labs 
Cord Labs or Bolar Pharm. 
Mylan Pharm. 
Danbury Pharmacal 
Bolar Pharm., Heather Drug 

Co., or Danbury Pharmacal! 
Danbury Pharmacal 
Philips Roxane 
Purepac Pharm. 
Heather Drug Co or 

Mylan Pharm. 
Cord Labs or Chromalloy 

Pharm. 
Cord Labs 
Heather Drug Co. 
Danbury Pharmacal 
Mylan Pharm. or 

Danbury Pharmacal 
PROPOXYPHENE HCI 65mg Caps 

American Quinine Products* 
H.R. Cenci Labs 
Coast Labs 
Columbia Medical Co.* 
Geneva Generics 
ICN Pharm. 

Lederle Labs 
Eli Lilly & Co. 
Parke-Davis 
Parmed Pharm. 
Penta Products 
Philips Roxane 

Rexall Drug Co. 
Richlyn Labs* 
Rugby Labs 
Sheraton Labs 
Smith Kline & French Labs 
Stayner Corp. 
Towne, Paulsen & Co. 
United Pharm.” 

Vangard Labs 
West-ward 

Wolins Pharmacal 

Zenith Labs* 

Zenith Labs 
Zenith Labs 
Cord Labs 
Richlyn Labs 
Cord Labs or Zenith Labs 
ICN Pharm. 

Lederle Labs 
Eli Lilly & Co. 
Parke-Davis 

Zenith Labs or Richlyn Labs 
Barr Labs 

Philips Roxane 
Mylan Pharm. 
Richlyn Labs 
Chelsea Labs 
Cord Labs 
Smith Kline & French Labs 

Chromalloy Pharm. 
Anabolic or Generic Pharm. 
Danbury Pharm. 
Zenith Labs 

West-ward 
Zenith Labs, Premo Pharm., 

or Richlyn Labs 
Zenith Labs 

PROPOXYPHENE HCI 65mg COMPOUND Caps 
H.R. Cenci Labs 
Coast Labs 

Columbia Medical Co.* 
Geneva Generics 
ICN Pharm. 
Lederle Labs 

Eli Lilly & Co. 
Parke-Davis 

Zenith Labs 
Cord Labs~ 
Zenith Labs 

Cord Labs or Zenith Labs 
ICN Pharm. 

Lederle Labs or 
Mylan Pharm. 

Eli Lilly & Co. 
Parke-Davis 

Parmed Pharm. 
Penta Products 
Philips Roxane 
Rexall Drug Co. 
Rugby Labs 
Sheraton Labs 
Smith Kline & French Labs 
Stayner Corp. 

Towne, Paulsen & Co. 

United Pharm.* 

Vangard Labs 
West-ward 

Wolins Pharmacal 

Zenith Labs 
Cord Labs 
Mylan Pharm. 
Mylan Pharm. 
Chelsea Labs 
Cord Labs or Mylan Pharm. 
Smith Kline & French Labs 
Mylan Pharm. 

Caribe Chem. Co. or 
Mylan Pharm. 

Danbury Pharm. 
Zenith Labs 
Caribe Chem. Co. 
Mylan Pharm., Premo 

Pharm., Zenith Labs, or 
Richlyn Labs 

QUINIDINE SULFATE 200mg Tabs 

H.R. Cenci Labs 
Geneva Generics 
Key Pharm. 
Lederle Labs 
Eli Lilly & Co. 
McKesson Labs 
Parke-Davis 

Parmed Pharm. 

Penta Products 
Philips Roxane 
Purepac Pharm. 
Rexall Drug Co. 
Rowell Labs 
Rugby Labs 
Smith Kline & French Labs 
Stayner Corp. 
Towne, Paulsen & Co. 
Vangard Labs 
West-ward 
Wolins Pharmacal 

RESERPINE 0.25mg Tabs 

American Pharm. Co.* 
H.R. Cenci Labs 
Central Pharmacal 
Ciba Pharm. 
Coast Labs 
Columbia Medical Co.* 
Geneva Generics 
ICN Pharm. 
Lederle Labs 
Lemmon Pharmacal 
Eli Lilly & Co. 
McKesson Labs 
Parmed Pharm. 
Penta Products 
Philips Roxane 
Purepac Pharm. 
Rexall Drug Co. 
Rowell Labs 
Rugby Labs 
Sheraton Labs 
Smith Kline & French Labs 
E.R. Squibb & Sons* 
Stanlabs* 
Stayner Corp. 

Towne, Paulsen & Co. 
United Pharm.” 
The Upjohn Co. 
Vangard Labs 
West-ward 

Wolins Pharmacal 

Zenith Labs 
Cord Labs 
Key Pharm. 
Barr Labs 
Eli Lilly & Co. 
Danbury Pharmacal 
Parke-Davis 
Richie, Zenith Labs, or 

Danbury Pharmacal 
Danbury Pharmacal 
Philips Roxane 
Purepac Pharm. 
Rexall Drug Co. 
Rowell Labs 
Chelsea Labs 
Philips Roxane 
Chromalloy Pharm. 
Carnegie Labs 
Carnegie Labs 
West-ward 
Zenith Labs, Blue Cross 

Products, Danbury 
Pharmacal, or Chromalloy 
Pharm. 

Zenith Labs 
Zenith Labs 
Central Pharmacal 
Ciba-Geigy Corp. 
Cord Labs 
Tablicaps 
Cord Labs or Zenith Labs 
ICN Pharm. 
Danbury Pharmacal 
Lemmon Pharmacal 
Eli Lilly & Co. 
MK Labs 
Zenith Labs or Barr Labs 
Cord Labs 
Philips Roxane 
Rondex Labs 
Rexall Drug Co. 
Rowell Labs 
Chelsea Labs 
Chormalloy Pharm. 
Philips Roxane 
E.R. Squibb & Sons 
Stanlabs 
Chromalloy Pharm. 

Towne, Paulsen & Co. 
Generic Pharm. 
The Upjohn Co. 
Generic Pharm. 
West-ward 
Generic Pharm., Tablicaps, 

Chromalloy Pharm., or 
Zenith Labs 

SULFAMETHOXAZOLE and TRIMETHOPRIM 
DOUBLE-STRENGTH Tablet and Suspension 

Burroughs Wellcome Co. 
Hoffman-La Roche 

Burroughs Wellcome Co. 
Hoffman-La Roche 

SULFISOXAZOLE 500mg Tabs 

American Pharm. Co.* 
H.R. Cenci Labs 

Columbia Medical Co.* 
Dow Pharm.” 
Geneva Generics 
Hoffmann-La Roche 
ICN Pharm. 
Lederle Labs 
McKesson Labs 
Parmed Pharm. 
Penta Products 
Philips Roxane 
Rugby Labs 

~ Sheraton Labs 
Smith Kline & French Labs 
Stanlabs* 
Stayner Corp. 
Towne, Paulsen & Co. 
United Pharm.* 
The Upjohn Co. 
Vangard Labs 
West-ward 
Wolins Pharmacal 

American Pharm. Co. 
H.R. Cenci Labs or 

Cord Labs 
Zenith Labs 
Dow Pharm. 
Cord Labs 
Hoffman-La Roche 
ICN Pharm. 
Mylan Pharm. 
MK Labs 
Zenith Labs or Bolar Pharm. 

Barr Labs 
Philips Roxane 
Chelsea Labs 
Mylan Pharm. 
Smith Kline & French Labs 
Stanlabs 
Cord Labs 
Dow Chem. or Mylan Pharm. 
Barr Labs 
The Upjohn Co. 
Cord Labs 
West-ward 
Heather Drug Co., Zenith 

Labs, or Barr Labs 

* No response was received from this company. The infor- 
mation listed has been taken from previous articles. 
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DISTRIBUTOR MANUFACTURER Wolins Pharmacal 

SULFISOXAZOLE and PHENAZOPYRIDINE 

Geneva Generics Standard Pharmacal 
Hoffman-La Roche Hoffman-La Roche 
Parmed Pharm Heather Drug Co 
Philips Roxane Richlyn Labs 
Rugby Labs Standard Pharmacal 
Sheraton Labs Standard Pharmacal 
Vangard Labs Standard Pharmacal 
Wolins Pharmacal Richlyn Labs 

Wyeth Labs* 

American Pharm. Co.* 
H.R. Cenci Labs 

Coast Labs 
Columbia Medical Co.” 
Geneva Generics 

TETRACYCLINE HCI 250 and 500mg Caps, Liquid Invenex Pharm. 

American Pharm. Co." Caribe Chem. Co. or Parke-Davis 
Mylan Pharm. Penta Products 

American Quinine Products’ Zenith Labs Rugby Labs 
Bristol Labs* Bristol Labs Sheraton Labs 

H.R. Cenci Labs Zenith Labs Stanlabs* 
Central Pharmacal Mylan Pharm. Stayner Corp. 
Coast Labs Rachelle Labs Towne, Paulsen & Co. 
Columbia Medical Co.* Richlyn Labs United Pharm.* 
Dow Pharm.* Dow Pharm. Vangard Labs 
Geneva Generics Barr Labs 
ICN Pharm. ICN Pharm. Warner/Chilcott 
Invenex Pharm. Mylan Pharm. West-ward 

McKesson Labs MK Labs Wolins Pharmacal 
Parke-Davis Parke-Davis 

Parmed Pharm. Richlyn Labs, Heather Drug 
Co., or Pierrel America 

Richlyn Labs (500mg), Penta Products Armour Pharm. Co.* 

Barr Labs Columbia Medical Co.* 
Pfipharmecs Pfizer Pharm. ICN Pharm. 
Philips Roxane Mylan Pharm. Invenex Pharm. 

Rondex Labs 

Rachelle Labs 

Purepac Pharm. 
Rachelle Labs 

Lederie Labs 
Lemmon Pharmacal 

Richlyn Labs* Richlyn Labs Eli Lilly & Co. 
A.H. Robins Co. A.H. Robins Co. Marion Labs 
Rowell Labs Rachelle Labs McKesson Labs 
Rucker Pharmacal Rucker Pharmacal Parmed Pharm. 
Rugby Labs Chelsea Labs 
Sheraton Labs Chromalloy Pharm. or Penta Products 

Mylan Pharm. Philips Roxane 
Smith Kline & French Labs Mylan Pharm. Purepac Pharm. 
E.R. Squibb & Sons* E.R. Squibb & Sons Rexall Drug Co. 
Stanlabs* Heather Drug Co. Rugby Labs 
Stayner Corp. Mylan Pharm. 

Towne, Paulsen & Co. Towne, Paulsen & Co. Stanlabs* 
United Pharm.* Richlyn Labs United Pharm.* 
The Upjohn Co. 
Vangard Labs 

The Upjohn Co. 
Heather Drug Co. (caps), 

National Pharm. (liquid) 

West-ward 

Vangard Labs 
West-ward 

Wolins Pharmacal 
West-ward 

THEOPHYLLINE EPHEDRINE and PHENOBARBITAL 

THYROID 30, 65, and 120mg Tabs 

Zenith Labs, Mylan Pharm., 

Heather Drug Co., 
Chromalloy Pharm., or 

TRIAMCINOLONE Cream or Ointment 

Geneva Generics Premo Pharm 

Lederle Labs Lederle Labs 
<Ahhoel s Aregeg Parmed Pharm. Medwick Labs 

y Rugby Labs Clay Park Labs 
Wolins Pharmacal Premo Pharm 

Kasar TRIPROLIDINE and PSEUDOEPHEDRINE Tabs and Syrup 
H.R. Cenci Labs or Bolar 
Deen Burroughs Wellcome Co Burroughs Wellcome Co 

H.R. Cenci Labs Zenith Labs (tabs), 
Cord Labs H.R. Cenci Lab 
Cord Labs enci Labs (syrup) 

M.D. Pharm. 

Cord Labs or Bay Labs 
Lemmon Pharmacal 
Newtron Pharm. (tabs), 

Life Labs (syrup) 
Purepac Pharm. (tabs), 

Bay Labs (syrup) 

Coast Labs 
Geneva Generics 
Lemmon Pharmacal 
Penta Products 

Cord Labs or Zenith Labs 
Invenex Pharm. or Cord Labs 
Warner/Chilcott 
Cord Labs 

Chelsea Labs 
Stanley Drug. Co. Purepac Pharm 

Staniabe Rugby Labs Chelsea Labs, National Cord Labs 
Pharm., or Newtron Pharm 

Jewnes Paneer 8.00, Sheraton Lab Cord Labs or Chromall Zenith Labs te) s ord Labs or Chromalloy 
Labs 

Danbury Pharmacal 
M.D. Pharm. (tabs), 

Danbury Pharmacal (tabs), 
or National Pharm. (liquid) 

Warner/Chilcott 

Towne, Paulsen & Co. 

Vangard Labs 

National Pharm. (syrup) West-ward 
West-ward West-ward 

last Labs of Chromalioy Wolins Zenith Labs and M.D. 

Pharm. (tabs only), 
National Pharm. (syrup 
only), Newtron Pharm 

Armour Pharm. Co. 
Generic Pharm. 
ICN Pharm. 
Invenex Pharm. 

Western Research Labs 
Lemmon Pharmacal 

TRIPROLIDINE and PSEUDOEPHEDRINE with CODEINE 
EXPECTORANT 

Burroughs Wellcome Co. 
H.R. Cenci Labs 
Geneva Generics 

Burroughs Wellcome Co. 
H.R. Cenci Labs 
Cord Labs or Bay Labs 

Eli Lilly & Co. Penta Products Life Labs 
Parke-Davis Rugby Labs National Pharm. or 
MK Labs Halsey Drug Co. 

Bay Labs 
National Pharm. 
National Pharm. 
National Pharm. 

Richlyn Labs, Heather 
Drug Co., or Bowman 

Barr Labs 
Philips Roxane 
Rondex Labs 
Rexall Drug Co. 
Marshall Pharm. or 

Sheraton Labs 
Stayner Corp. 
Vangard Labs 
Wolins Pharmacal 

WARFARIN SODIUM Tabs 

Abbott Labs Abbott Labs 
Chelsea Labs Endo Labs Endo Labs 

Stanlabs 
Richlyn Labs 
Western Research Labs 

West-ward 
Generic Pharm. or “No response was received from this company. The infor- 

Chromalloy Pharm. mation listed has been taken from previous articles. 

ACA — NARD Offer 
Cost Analysis Plan 

The American College of Apothecaries and the National 

Association of Retail Druggists, with financial assistance 

from McNeil Laboratories, have developed a program to 

assist each individual pharmacist determine his average 

expense to dispense a prescription. The service is designed 

to assist the pharmacist (1) determine the average fee 

necessary to support his practice, (2) develop or revise his 

prescription pricing system, and (3) adequately explain 

prescription charges to patients. 

With the rising inflation rate and the increasing cost of 

goods sold, it is essential that pharmacy managers use 

appropriate economic information to determine prices for 

providing pharmaceutical services. It is for this reason that 

the American College of Apothecaries and National As- 

sociation of Retail Druggists are providing a service to help 

pharmacy managers analyze their individual prescription 

pricing information and provide them with their average 

expense to dispense a prescription. The financial informa- 

tion and data obtained from this analysis will be of signifi- 

cant value as the pharmacy manager constantly reviews 

pricing policies in a currently competitive market. 

The same process has been used to justify fee increases 

under third party payment programs and to develop equita- 

ble fees for pharmacies in several states. 

As a professional service to pharmacists, the ACA and 

NARD will offer this cost to dispense analysis during 1979 

OCTOBER, 1979 

for ONLY $25 PER PHARMACY. Many pharmacists 
have utilized this type service during the past few years fora 
$50 service charge. Pharmacists are urged to act now to 
take advantage of this service. To request further informa- 
tion for this service, please contact Kenneth B. Roberts, 
R.Ph., Ph.D., Associate Executive Director, American 
College of Apothecaries, 874 Union Avenue, Memphis, 
Tennessee, 38163. - 
calendar 
Oct. 11 — MSHP Monthly Meeting — St. Josephs 

Hospital 

Oct. 16-20 — NARD Convention — Las Vegas 
Oct. 25 — MPhA FALL REGIONAL — NEW CON- 
VENTION CENTER, Baltimore 

Nov. 4 — Alumni Association Oyster Roast 
Dec. 2 — MPhA BENEFIT DINNER THEATRE 

‘*“FIDDLER” AT BURN BRAE 
Jan. 12-19 — ARUBA with MPhA 
Feb. 10 — BMPA Banguet, Bluecrest 

Every Sunday Morning at 6:15 a.m. listen to Charles Spigelmire on 

WCAO broadcast the Pharmacy Public Relations Program “Your 
Good Neighbor,” the oldest continuous public service show in Balti- 
more. 



With more than 10 million chlordiazepoxide HC! scripts per year... 

Why do the overwhelming 
majority of physicians 

specify Librium? 
Chlordiazepoxide HC) 

c Proven performance within a wide 
safety margin 

a Documented experience in actual 
clinical use : 

cls used concomitantly with 
primary medications, such as 
anticholinergics and 
cardiovascular drugs. 

The discovery of Librium by Hoffmann- 

La Roche represented a landmark 
in psychotherapeutics. Today, the 

confidence in Librium expressed by 
the medical community is based firmly 

on experience and a well documented 

clinical record. This is why the over- 

whelming majority of physicians con- 

tinue to specify Librium when they 

prescribe chlordiazepoxide HC). 



Why do the overwhelming 
majority of pnarmacists 

dispense Librium’? 
Chlordiazeooxide HC) 

Proven antianxiety performance: 
unsurpassed safety record 

a Faster turnover with the most 
widely prescribed brand 

cg Liberal Roche return goods policy 

o Product liability protection program 

when the professional choice is yours 
@ @ 

AONTUITI€ 
Chlordlazgooxiae CI/FOTe 

SmaiomgZsmag CQ0SUIES 

Please see next page for 
summary of product information. 



® 5mg10mg25mg 

Chlordlazeoaxiae HCl/Foche 
Please consult complete product information, a summary of 
which follows: 

Indications: Relief of anxiety and tension occurring alone or 
accompanying various disease states. Efficacy beyond four 
months not established by systematic clinical studies. Periodic 
reassessment of therapy recommended 

Contraindications: Patients with known hypersensitivity to the 
drug 

Warnings: Warn patients that mental and/or physical abilities 
required for tasks such as driving or operating machinery may 

be impaired, as may be mental alertness in children, and that 

concomitant use with alcohol or CNS depressants may have an 

additive effect. Though physical and psychological dependence 
have rarely been reported on recommended doses, use Caution 
in administering to addiction-prone individuals or those who 

might increase dosage; withdrawal symptoms (including convul- 

sions), following discontinuation of the drug and similar to those 
seen with barbiturates, have been reported. 

Usage in Pregnancy: Use of minor tranquilizers during 
first trimester should almost always be avoided be- 
cause of increased risk of congenital malformations 
as suggested in several studies. Consider possibility 
of pregnancy when instituting therapy; advise patients 
to discuss therapy if they intend to or do become 
pregnant. 

Precautions: |n the elderly and debilitated, and in children over 

six, limit to smallest effective dosage (initially 10 mg or less per 

day) to preclude ataxia or oversedation, increasing gradually as 
needed and tolerated. Not recommended in children under six 
Though generally not recommended, if combination therapy with 
other psychotropics seems indicated, carefully consider indi- 

vidual pharmacologic effects, particularly in use of potentiating 
drugs such as MAO inhibitors and phenothiazines. Observe 
usual precautions in presence of impaired renal or hepatic func- 

tion. Paradoxical reactions (e.g., excitement, stimulation and 

acute rage) have been reported in psychiatric patients and 
hyperactive aggressive children. Employ usual precautions in 

treatment of anxiety states with evidence of impending depres- 

sion, suicidal tendencies may be present and protective mea- 

sures necessary. Variable effects on blood coagulation have 
been reported very rarely in patients receiving the drug and oral 

anticoagulants; Causal relationship has not been established 
clinically 

Adverse Reactions: Drowsiness, ataxia and confusion may oc- 
cur, especially in the elderly and debilitated. These are revers- 

ble in most instances by proper dosage adjustment, but are 

also occasionally observed at the lower dosage ranges. In a few 
istances syncope has been reported. Also encountered are iso- 

ated instances of skin eruptions, edema, minor menstrual ir- 

ncreased and decreased libido—all infrequent and generally 

controlled with dosage reduction; changes in EEG patterns 
low-voltage fast activity) may appear during and after treat- 

ment; blood dyscrasias (including agranulocytosis), jaundice 
and hepatic dysfunction have been reported occasionally, mak- 

ng periodic blood counts and liver function tests advisable dur- 
ng protracted therapy 

Usual Daily Dosage: Individualize for maximum beneficial ef- 
fects. Oral—Adults: Mild and moderate anxiety and tension, 5 or 
10 mg t.i.d. or q.i.d.; severe states, 20 or 25 mg t.i.d. or q.i.d. 

Geriatric patients: 5 mg b.i.d. to q.i.d. (See Precautions.) 

Supplied: Librium® (chlordiazepoxide HCl!) Capsules, 5 mg, 10 
mg and 25 mg—bottles of 100 and 500; Tel-E-Dose* packages 

of 100, available in trays of 4 reverse-numbered boxes of 25, 
and in boxes containing 10 strips of 10; Prescription Paks of 50, 

available singly and in trays of 10. Libritabs® (chlordiazepoxide) 
Tablets, 5mg, 10 mg and 25 mg—bottles of 100 and 500. With 
respect to Clinical activity, capsules and tablets are indistin- 

guishable 

Roche Products Inc 

Manati, Puerto Rico 00701 

regularities, nausea and constipation, extrapyramidal symptoms, 

Device Reporting Program 
Expanded to Hospitals 

The Medical Device and Laboratory Product Problem | 

Reporting Program (PRP), which is coordinated by the 

United States Pharmacopeia, has been broadened to allow 

hospitals to report problems experienced with products. 

Mailings have been made to hospital administrators 

explaining the program and requesting that reports be sub- 

mitted by hospital product safety coordinators. This expan- 

sion follows the publication by the American Hospital 

Association of a booklet entitled, ‘‘A Hospital Recall and 

Reporting System for Medical Devices,’’ which rec- 

ommends that each hospital establish an in-house reporting 

system and appoint a product safety coordinator. The book- 

let also mentions PRP as a method of reporting product 

problems. 

It is hoped that hospitals will choose to incorporate the 

PRP in their regular in-house reporting procedures, enabl- 

ing the program to bring the hospitals’ concerns together in 

a central data base that can identify trends in product 

problems. 

The Medical Device and Laboratory Product Problem 

Reporting Program is a cooperative, voluntary reporting 

system for health care professionals concerned with the 

efficacy, safety and quality of medical products. The pro- 

gram is operated by the United States Pharmacopeial Con- 

vention and is funded by the Food and Drug Administra- 

tion. Its participants include sixteen professional associa- 

tions of medicine, nursing, respiratory therapy, and other 

health care organizations. PRP is similar to the Drug Pro- 

duct Problem Reporting Program, which pharmacists have 

used since 1971. Over 42,000 reports have been submitted 

through the two programs. 

Reports received at USP are forwarded to the FDA and 

to the specific manufacturer concerned for appropriate fol- 

low up. The program is product oriented and any problems 

experienced with products, such as unclear labeling, poor 

packaging, product breakdown, malfunctioning equip- 

ment, inaccurate results, inadequate design, etc., may be 

reported by writing PRP in care of 

Dr. Joseph G. Valentino 

The U.S: Pharmacopeial Convention, Inc. 
12601 Twinbrook Parkway 

Rockville, Maryland 20852 

or by calling collect (301) 881-0256. There is no charge to the 

reporter, hospital or participating association. 
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Some of the best 
served Pharmacies | 

ST ake \ 

This is Drug House territory! 
lf your Pharmacy is located in the greater inventory less. That’s one way you Can save 
middle Atlantic states, we’re neighbors! money and have the products your cus- 
Our divisions in Philadelphia, Harrisburg, | tomers want when they need them. Our 
Wilmington, Baltimore, and Johnstown management services give you “up-to-the- 
serve these areas with prompt delivery of | minute” techniques on inventory control, 
our full line of quality pharmaceuticals and cash flow,pricing and other methods of 
health and beauty aids. We arealarge multi- managing your business for greater profits. 
branch wholesaler and, you can rely on our 
substantial inventories and 150 years Call your local division today and find out 
experience in drug and HBA merchandis- how you too can become one of the best 
ing. Because we inventory more, youcan served pharmacies in America! 

THE DRUG HOUSE, INC. 
An Alco Standard Company 

Philadelphia Division Harrisburg Division Wilmington Division Baltimore Division Johnstown Division 
(215) 223-9000 (717) 236-9071 (302) 655-7401 (301) 866-4600 (814) 288-5702 
Ed Helfrich Paul Hawbecker Ed McKenna Al Turner Neil Smith 

101 

OCTOBER, 1979 13 



We've Joined Hands to Offer You 
A Complete Buying Program 

For Greater Profit. 
ce 

——— 

| a 
97 Years of Reliability | 1 Year New & Growing 

F.A. DAVIS & SONS, nc. | DAVIS & CALVERT, nc 
DISTRIBUTING COMPLETE LINES OF: DISTRIBUTING COMPLETE LINES OF: 

e Cigarettes e Pharmaceuticals for 
e Tobaccos : hospitals & pharmacies 
e Candy e Health & Beauty Aids 
e Sundries e ASTRO Merchandising 

-_ e@ Health & Beauty Aids | & Advertising Program 
—e Groceries 

1111S. PACA ST., BALTO., MD. 21230 (901 CURTAIN AVE., BALTO., MD. 21218 
PHONE: 685-3900 PHONE: 467-2780 

Now YOU Can Consolidate Your 
Purchases With These Creative & 
Innovative Companies and SAVE! 
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PMA Offers °‘Advice’’ to 
Consumers on Consulting 

With Pharmacists 

(The following material is from a flyer distributed by the 
Pharmaceutical Manufacturer's Association at a recent 

meeting and is reproduced for the information of Maryland 
Pharmacists.) 

When a consumer questions something about a medica- 

tion that has been prescribed, the answer should come from 

one of several different sources: 

® the pharmacist who filled the prescription, 

® the physician who prescribed the medication, 

and, depending on the nature of the question, either the 

manufacturer or the trade association that represents 

pharmaceutical manufacturers. For instance, if the con- 

sumer wants to ask about: 

@ what company made the medicine 

@ the count of dosage units in the container 

e the type of container the medicine is in 

e the type of closure on the container 

e why a particular medicine isn’t available 

@ a variation in price from a previous prescription for the 

same amount of the same medication, or 

e@ the appearance of the medication 

the medication should be taken back to the pharmacist and 

he/she should be asked to answer these questions. On the 

other hand, if the consumer wants to ask about: 

e the instructions on the container for taking the 

medicine 

® what is in a medicine 

@ getting more of the same medicine 

e results that did, or did not occur from taking the 

medicine, 

the physician should be asked for this information. 

If the question has to do with any physical characteris- 

tics of the dosage unit itself, or about the information con- 

tained on the manufacturer’s (not the pharmacist’s) label, 

the consumer might want to write directly to the company 

that produced it. Unless the pharmacist dispensed the 

medication in the manufacturer’s container, the consumer 

will have to get this name and address from the pharmacist. 

(The pharmacist may only be able to supply the name of the 

distributor, or the packer, however, since the present law 

requires only the name of either the manufacturer, dis- 

tributor, or packer to be on the label. Since the company 

listed is responsible for the product, however, the con- 

sumer should be able to get from it whatever further infor- 

mation is wanted.) 

In the event that neither the pharmacist nor the physi- 

cian has the information necessary to answer the con- 
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sumer’s question, and no response is received from the 

company responsible for the product, the appropriate trade 

association should be contacted. If the medicine was ob- 

tained on a prescription, the association representing many 

manufacturers of prescription medications is: 

Pharmaceutical Manufacturers Association 

1155 Fifteenth Street, N.W. 

Washington, D.C. 20005 

If the medicine was obtained without a prescription, the 

association to contact is: 

The Proprietary Association 

1700 Pennsylvania Avenue, N.W. 

Washington, D.C. 20006 

The consumer should be sure to include all pertinent 

information about the specific product in question when 

writing either to the company or the trade association, i.e. 

the name of the product, dosage form and strength, where 

and when purchased, etc. Be sure your own name and 

address are included in your letter (not just on the en- 

velope). 

LADIES AUXILIARY 
MARYLAND 

PHARMACEUTICAL ASSOCIATION 
OFFICERS 

1979-80 

President Mrs. Paul Reznek (Charlotte) 1-622-3418 

Communications Secretary 

Mrs. Irving Goldberg (Selma) 1-656-5507 

Recording Secretary....Mrs. Morris Cooper (Lee) 358-0103 

Treasurer Mrs. Allen Posner (Diane) 922-2985 

Hospitality Chairman Mrs. Paul Freiman (Phyliss) 486-8575 

Program Chairmen Mrs. Elwin Alpern (Betty) 486-2262 

Mrs. Morris Cooper (Lee) 358-0103 

Mrs. Anthony Padussis (Arlene) 

BOARD MEMBERS 

Mrs. S. Ben Friedman (Bea) Chairman 1-299-6610 

Mrs. Charles Spigelmire (Jo) 467-0948 

Mrs7 Melvin Rubin PRY SS) een. certs scncts nace aenevers 922-6380 

Mrs. Frederick Firnbacher (Betty).....................588-1090 

Mrs. Milton Sappe (Betty) 
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Our best 
friends are our 
severest critics 
and our greatest 
assets. 

Meet our1979 Pharmacy Consultant Panel. 

Nelson E. Taylor, R.Ph 

Community Pharmacist 
Nampa, Idaho 

Donald A. Dee, R.Ph., Exec. Sec., 
Minnesota Pharmaceutical Assoc. 

Minneapolis, Minnesota 

Arthur Koorhan, R.Ph., Div. V-P., 

Pharmacy Operations, Cunningham 

Drug Stores, Detroit, Michigan 

Benjamin F. Cooper, Ph.D., 

Dean, School of Pharmacy 
Auburn University, Auburn, Ala 

David Zilz, R.Ph., Dir 

Pharmacy and Central Service 

University of Wisconsin Hospitals 

Madison, Wisconsin 
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Don W. Arthur, R.Ph 

Community Pharmacist 
Buffalo, New York 

Marianne lvey, R.Ph 

Clinical Pharmacist 
University of Washington Hospitals 

Seattle, Washington 

Milton H. Miller, R.Ph 

President, Petty Drug Company, Inc 
Little Rock, Arkansas 

No diplomatic double talk 

We need the advice of 

pharmacists in order to do 

a better job for pharmacists 

The bad news and the good 
That's what the ten mem- 

bers of our 1979 Pharmacy 

Consultant Panel provide 
Their views on profes 

Gary Thudium, R.Ph 
Community Pharmacist 

Vinton, lowa 

Fred M. Eckel, R.Ph., Assox 

Professor of Hospital Pharmacy 
Chapel Hill, N.C 

sional and other pertinent 

matters are invaluable 

Their advice and coun 

sel helps us serve you bet- 

ter in the expanding role 
of pharmacy 



LETTERS 

September 7, 1979 

The Honorable Harry Hughes 

Governor of Maryland 

Annapolis, Maryland 21401 

Dear Governor Hughes: 

I am writing to alert you to a situation which I believe 

merits your personal attention. 

The Maryland Pharmaceutical Association is the State 

professional society of practicing pharmacists. As such, we 

have been involved for some time with the issue of equita- 

ble reimbursement to pharmacists for services provided 

under the State’s Medical Assistance Program. 

Although we realize that you have announced that the 

next budget year will be one of fiscal restraint, the problem 

of under-reimbursement to pharmacists for Medicaid pre- 

scriptions has reached the critical level. We believe the 

State government has recognized this problem and wishes 

to deal with it, but, that a solution will require your personal 

leadership and direction. 

In August 1978, the results of a survey were released 

which dramatically points out the problem. The survey was 

conducted by the Department of Budget and Fiscal Plan- 

ning through the firm of Myers and Stauffer, a well-known 

accounting firm specializing in dispensing fee surveys. The 

survey showed that it costs Maryland Pharmacists an aver- 

age of $2.84 to dispense a prescription. This amount covers 

the cost of light, heat, rent, salaries and other factors in 

doing business and providing professional service, but does 

not include a profit margin. At that time the pharmacy 

dispensing fee under the Medical Assistance Program was 

only $2.45. The results of the survey were apparently ac- 

cepted by the Department of Budget and Fiscal Planning 

and the Department of Health and Mental Hygiene. Yet at 

the start of the next fiscal year, July 1, 1979, the pharmacy 

dispensing fee was increased only 10¢ to $2.55 per prescrip- 

tion. This increase did not even keep pace with the inflation 

rate that affects pharmacies as it affects every business. 

Mr. Jack Kent, Jr., Assistant Secretary for Medical 

Care Programs in the Department of Health and Mental 

Hygiene has identified increasing the pharmacy dispensing 

fee as a priority for action. The Association has agreed to 

assist the Department of Health and Mental Hygiene and 

the Department of Budget and Fiscal Planning to provide 

information in support of this cause. Unfortunately, we find 

ourselves at the mercy of the budgetary process each year. 

It has become very frustrating for pharmacists, who have 

been leaders in holding down the rising costs of health care 

and inflation year after year, to see their substantiated 

claims for an increase in the dispensing fee turned away. 

According to the State’s own figures, from a survey which 

has not received a word of written critical comment, Mary- 

land Pharmacists are entitled to this increase. 

I am certain that you receive many letters from special 

interest groups asking for more from the State. In this case, 

however, I would like to emphasize the human factor and 

the potential for great harm if there is not a dramatic ad- 

justment in the medicaid fee. Medicaid prescription busi- 

ness is a growing part of nearly every pharmacist’s busi- 

ness. These are health care professionals that are in con- 

stant contact with the public; the health resource most often 

seen by the Maryland consumer. Yet, each year, we wit- 

ness the accelerating trend in decreasing numbers of inde- 

pendent community pharmacies in Maryland. This is a 

result of the rapidly increasing costs of doing business and 

the failure of third party programs, such as the State’s 

Medical Assistance Program, to provide equitable reim- 

bursement. Ultimately the public will suffer from this trend. 

We realize how difficult it is to ask you to take a personal 

hand in this matter now at a time when you have stressed 

the importance of holding the line on the budget. But we 

also believe this issue to be of such immediate and grave 

consequences that your leadership is required. 

We would recommend a substantial increase in the 

pharmacy dispensing fee for the next fiscal year patterned 

after the results of the Myers and Stauffer Survey with a 

profit factor included. In future years, we would rec- 

ommend an automatic increase in the fee based on some 

mechanism such as the cost of living index. 

As it stands now, the Medicaid program has informed us 

that the next MARC has been cut to allow no increase for 

pharmacists for fiscal year 1981. We are hopeful that this 

can be reversed and that we might count on your interest in 

the preservation of quality pharmaceutical services in the 

health care system and your personal assistance in this 

matter. 

Sincerely, 

Va a / ie... 

/ Ah fF 

td. j it nf Lf 
Cia th AM o2 Whi 

David A. Banta 

Executive Director 
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Hearing Clerk (HFA-305) 
Food and Drug Administration 
Dept. of Health & Mental Hygiene 
Room 4-56 
5600 Fishers Lane 
Rockville, Md. 20857 

Dear Sir: 

The Maryland Pharmaceutical Association is the state 
professional society of pharmacists in Maryland. We wish to 
register certain objections to the proposed regulation of the 
Food and Drug Administration (21CFR Part 203) (docket no. 
79N-0186), ‘‘Prescription Drug Products: patient labeling.”’ 

The Association supports the concept of providing 
specific information to the patient concerning prescription 
and non-prescription drugs. We believe that the health care 
consuming public is better informed than in previous years 
and is able to play a more active role in therapy through a 
better understanding of the treatment. Pharmacists have 
been a primary source for patient information on prescription 
and non-prescription drugs for patients over the years and 
we, therefore, are well aware of the benefits that are available 
to the public when there is an understanding of the medica- 
tion. As you are undoubtedly aware, the profession of phar- 
macy has, in recent years, pressed for greater pharmacist/ 
patient communications so that the trend toward a better 
informed health care consumer can be increased. 

However, we have major reservations about the FDA’s 
approach to patient information. By making the distribution 
of the patient information mandatory, the FDA has effec- 
tively eliminated the pharmacist’s professional discretion to 
allow for interpreting the needs of the individual patient for 
specific information. The FDA seems to be saying that the 
Patient Package Insert will provide the correct information, 
at the proper level, in understandable language, in a manner 
that will be readably usable, for absolutely every individual 
patient that the pharmacist would serve. Our experience 
differs from this. Certain patients can accept and make use of 
more detailed information than others. Certain patients are 
actually intimidated by too much specific information. Many 
patients are completely apathetic, and the pharmacist may 
try to involve the patient to improve compliance with the 
medication. The point is that, these varying situations are 
now dealt with by the pharmacist on a daily basis. It is a 
delicate and important aspect of the pharmacist/patient 
relationship. Yet the FDA presumes that the PPI will suit 
every patient’s requirement for patient information uni- 
formly with absolutely no potential for harm, misunder- 
standing, or even misinformation. In other ways, the FDA 
has shown that it values the pharmacist’s opinions and abili- 
ties as a health care professional, but in this instance, the 
FDA completely negates the pharmacist’s professional 
Capacity in its headlong rush to fulfill a legitimate patient need 
with a simplistic and massive panacea. We believe there is 
more potential for harm than good. 

Maryland Pharmacists are further concerned that the 
FDA has apparently completely ignored a major problem 
confronting pharmacies and other small business. The on- 
going White House Conference on Small Business have 
identified bureaucratic paperwork as one of the factors that is 
virtually strangling this vital sector of our economy. Pharma- 
cists are already facing an impossible mountain of paperwork 
mandated by a labyrinth of federal, state and local regula- 
tions. It is choking the life from the small business in this 
country. Without taking the perspective of the practicing 

OCTOBER, 1979 

pharmacist’s total working environment into account, it may 
be difficult for the FDA to realize that the PPI will, in many 
cases, become the final paperwork straw that breaks the 
camel's back. In short, the average pharmacist does not have 
room in the pharmacy for the filing cabinet you are mandat- 
ing. 

We do not feel qualified to specifically comment on the 
FDA’s estimates of the cost impact upon the average 
pharmacist. Our impression is, however, that the FDA has 
probably underestimated what the ultimate economic impact 
will be. Pharmacists are now fighting for equitable reim- 
bursement from the third party prescription programs that 
are increasingly becoming the determinant portion of the 
average pharmacist’s business. These third parties already 
fail to recognize our substantiated costs of doing business 
and providing professional services to the public. In Mary- 
land, pharmacists have identified under-reimbursement as 
the primary problem facing them. Third party programs, 
including the Medicaid programs, have not kept up with our 
costs over the years and the setting of reimbursement levels 
appears to be arbitrary and unrelated to showings of cost by 
the pharmacist or the Association. The FDA’s proposal will 
raise the cost of each prescription by 6.3¢ by the FDA’s own 
figures. This rise in cost to the pharmacist could not come ata 
more inopportune time. It seems to us that, at the very least, 
the DHEW would take the next logical step and increase the 
Federal Medicaid funds to the states to specifically cover the 
increased cost to pharmacy providers in the Medicaid pro- 
gram. We recommend that the proposed rule be amended to 
allow pharmacists to use discretion in applying the PPI or 
alternatives such as the United States Pharmacopeial Con- 
vention’s Dispensing Information. We believe it is essential 
that the pharmacist’s professional judgement be given the 
latitude necessary to make available to the patient indi- 
vidualized information as the need is interpreted by the 
pharmacist and the patient. We believe that many pharma- 
cists will more willingly cooperate with a voluntary approach 
to this basic need. Voluntary participation by the pharmacist 
will allow the vital patient/pharmacist relationship to de- 
velop. We urge the FDA to join with the professional associ- 
ations and the schools of pharmacy in the on-going effort to 
encourage the pharmacist/patient communications link 
through educational programs. 

Our experience with other government ‘“‘cure-all”’ ap- 
proaches leads us to the conclusion that the FDA’s attempt 
in this area will not be nearly as effective as predicted and 
may, in fact, cause considerable disruption of the progress 
now being made by pharmacists. We would urge a recon- 
sideration of the role of the FDA in this area. At the very 
least, acomplete study should be made of the mandatory PPI 
before it is brought out on a national scale. It makes some 
sense to attempt to identify specific cost benefits to the health 
care system on a regional scale before committing to a mas- 
sive program that will be difficult to modify or change due to 
its own inertia, momentum and bureaucracy. 

We appreciate this opportunity to comment on the pro- 
posed regulation. We are hopeful that the FDA will take into 
account the overwhelming reservations which we believe the 
pharmacy community in this country has expressed, and will 
redirect its efforts in this area. 

Sincerely, ae. 

oie Md. ) fa 
RUM AL HM At 

David ‘A. Banta 
Executive Director 
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Lopressor” 
metoprolol tartrate 

Tablets of 50 mg and 100 mg 
Available in bottles of 100s and 1000s 
and unit dose packages of 100s 

it ® * % 

Lopressor Oe 
metoproiol tartrate 

Lopressor™ 50 
metoprolol tartrate 

100 tablets 

Geigy 



LOEWY DRUG CO. reo (ee OLY) 

Has For Your PHARMACY te). 

A Complete Price Sticker and “"" 
Order Entry Program. 
Now Operating in over 500 Pharmacies Like Yours. 

THE SERVICE PROVIDES: retail price sticker & shelf labels, allowing you selective 
pricing for all items you purchase. Plus customized pricing for up to 1500 items. 
Two price system. 

OVER THE COUNTER MERCHANDISE RX MERCHANDISE 

TAME CR RIN 8 OZ. TAB 20MG 
#5681 QTY 2 $1. i QTY 1 

334, 1.25 92 032. NDC *68- 0123-61 
fete 359 2437-1576 

Electronic Order Entry System 
Electronic order entry Terminal for in-store use. It’s light- 

weight, portable and enables you to order 200 line items : : 

in less than one minute. Transmits over telephone. Opera- Ze = ; 
tional 24 hours a day . . . call at your convenience. 

Turnover and Profitability Reports sy 
Customized series of ongoing Turnover and Profitability 
Reports for Your Store. Helpful information compiled from 
product movement of items in your store. 

CHECK THE BIG PLUS FEATURES: Fe REPLY COUPON 
py : LOEWY DRUG CO. 

e Store Identification Labels. | 6801 QUAD AVENUE, BALTIMORE, MD. 21237 
e Complete Product Information. YES, I'd like to get more FACTS ABOUT SPACE: 
e Complete OTC and RX Pricing Stickers. 
e Quarterly Label Color Change. | NAME 
e Tamper-proof (non-transfer) security. 

e Ink Screening of Coded Information. | TITLE 
e Deal Contents Have Price Stickers. 

e Price Stickers for Selected Full Cases. | BEES 

e NDC Numbers on All RX Products. ADDRESS 
e Customized Pricing. 
e Two Price System. | CITY STATE Ze 
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Purepac 
offers the 

generic line 
for every 

State 
’. substitution 

No other manufacturer of generics can make compliance with the state model 

substitution law easier Because Purepac, America’s leading manufacturer of a national 
brand of generics, offers virtually all the FDA's listed multi-source generic drugs. And 
Purepac gives you a lot more: 

* the ease of stocking just one major generic line 

« the assurance of consistent supply 

* competitive prices 

* a ‘quick-alert” system that lets you know of any change in a product's status 

* an extensive liability insurance policy 

So next time you shop generics, shop the generic company. Purepac. The model line 
for the model state substitution law. 

PUREPAC. Competitive prices and peace of mind. 

‘© purerac 
THE LEADING NATIONAL BRAND OF GENERICS 



New Drug 
Introductions 

*Selacryn’ (ticrynafen) has been introduced by Smith 

Kline and French Laboratories (pharmaceutical division of 

Smith Kline Corporation) following marketing approval by 

the FDA in May 1979. It is a prescription drug to lower 

blood pressure which also reduces serum uric acid levels. It 

is prescribed in the initial phases of treatment and for the 

long-term control of hypertension. Researched and de- 

veloped by the Anphar Division of Albert Rolland, S.A. of 

France, ticrynafen has been in use in France since 1976. 

The drug’s effects include urinary and/or renal complica- 

tions.* 

“‘Nubain’ (nalbuphine hydrochloride) researched and 

developed by Endo Laboratories, Inc. (a DuPont Company 

subsidiary) was approved for marketing by the FDA in May 

1979. An injectable drug, it has the pain killing potency of 

morphine with a low potential for abuse. Clinical studies 

have proved the drug particularly effective in postoperative 

pain relief, obstetric analgesia during labor and in cancer 

and orthopedic pain relief. The most frequent adverse reac- 

tion in ‘Nubain’ is sedation. * 

‘Liposyn’ (I.V. fat emulsion) made by Abbott Labora- 

tories, North Chicago, Ill., received FDA marketing ap- 

proval in May 1979. This intravenous fat emulsion is a new 

product for the treatment and prevention of essential fatty- 

acid deficiency in hospitalized patients. It is the only fat 

emulsion that does not require refrigeration. Adverse reac- 

tions may relate to types of infusion administered or may be 

associated with the type of therapy. 

‘Inderal’ (propranolol hydrochloride), a widely-known 

and widely-prescribed drug for the treatment of moderate 

to severe angina pectoris, hypertension and cardiac ar- 

rhythmias, in February 1979 received additional FDA mar- 

keting approval as a chronic migraine preventative. The 

drug is marketed by Ayerst Laboratories, New York, NY. 

The new use for ‘Inderal’ was positively demonstrated in 

studies involving about 470 migraine sufferers — of whom 

59% to 70% experienced prophylaxis of migraines due to 
the drug. Among adverse reactions are those that may 

affect the cardiovascular, central nervous, and gastro- 

intestinal systems of the body.* 
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‘MS-2’ Automated Microbiology System, a diagnostic 

instrument which analyzes infections and assesses 

effectiveness of antibiotics to them, was approved for U.S. 

clinical use by the FDA in May 1979. It was researched and 

developed by Abbott Laboratories, North Chicago, Ill. The 

MS-2 is an advanced device which will aid physicians in 

identifying the proper antibiotic medication and its dosage 

form in the treatment of infectious diseases. It will shorten 

clinical identification and analysis time by up to 18 hours by 

identifying one or more antibiotics that will halt the growth 

of organisms in pneumonia, septicemia, burns, wounds and 

other infections. 

‘Polycon’® Filafocon A (Contact lens) researched and 

developed by Syntex Ophthalmics, Phoenix, (a Division of 

Syntex Laboratories, Inc., Palo Alto, Calif.) is the first 

oxygen-permeable lens containing silicon, to be marketed 

in the U.S. Clearance came in January after multi-clinic 

studies of over 400 patients showed an over 90 percent 

elimination of such ‘“‘hard”’ lens problems as corneal swell- 

ing, ‘“‘spectacle blur,’’ and discomfort. Many spectacle 

wearers, who for physiological or optical reasons were 

unable to wear contacts, may be able to wear ‘“‘polycon’”’ 

lenses. 

‘Permalens’® Perfilcon A (Hydrophalic contact lens) the 

first contact lens designed for extended wear, was ap- 

proved for U.S. sale by the FDA in June 1979. The lens has 

been researched and developed by Cooper Laboratories, 

Inc., Palo Alto, Calif. Consisting of 71% water, the lens 

transmits substantially more oxygen than conventional 

hard or soft contact lenses. Thus the Permalens contacts 

may be worn on a 24-hour basis for up to | monthat a time, 

or longer if so prescribed by the doctor. Approved now for 

post cataract patients, the lens will benefit aphakic people 

who cannot adjust to thick, heavy spectacle lenses or the 

daily regimen of putting on and taking off conventional 

contact lenses. 
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HAVE DONE IT WITHOUT YOU. 
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We're listening, 
Denver 
“The guy wanted drugs and I've got 

this .38 magnum bullet hole in my jacket 

to remember him by,’ says Pharmacist 

Jack Thebus of Denver, Colorado. 

“Besides being shot once, I’ve been 

through the experiences of six other 

armed robberies. Crime—whether it’s 

looking down a gun barrel or trying to 

spot a shoplifter—now is one of the 

pharmacist’s biggest worries. It came 

4 pwithin inches of killing me!” 3 ' 
é my ‘ 

£ a ane 2 at vt Co cmh: 5. iui ame se 

J 4 : iil 
a 
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We hear you, : 
Jack Thebus 

We can't stop crimes, but we can offer expert tips that 

may help prevent holdups and thievery—maybe even 

save your life. 

SK&F has just produced a new 45-minute video tape 

program called Security in Community Pharmacies. 

lt can be used alone or made part of a pharmacy meeting 

workshop. 

For information about the availability of this video 

tape, contact your SK&F Representative—or make a 

toll-free call to Jordan Johnson, R. Ph., SK&F’s Manager 

of Pharmacy Relations, (800) 523-4835, extension 5100. 

SI<GE The company that’s interested in you. 

a SmithKline company Smith Kline GFrench Laboratories 

Philadelphia, Pa 



The Fair Labor Standards Act 

The Association has received several 
inquiries about the FLSA and is reprint- 
ing this information from the Wage and 
Hour Division for member information. 
For specific questions, contact them at: 
(301) 962-2265. 

The Fair Labor Standards Act estab- 

lishes minimum wage, overtime pay, 

equal pay, recordkeeping, and child 

labor standards affecting more than 50 

million full-time and part-time workers. 

Basic Wage Standards 

Covered non-exempt workers are en- 

titled to a minimum wage of not less 

than 

Beginning January 1, 1979 
$2.90 an hour 

Beginning January 1, 1980 

$3.10 an hour 

Beginning January 1, 1981 

$3.35 an hour 

and overtime at not less than one and 

one-half times the employee’s regular 

rate is due after 40 hours of work in 

the workweek 

Wages required by the Act 
are due on the regular pay 
day for the pay period 
covered 

Hospitals and residential care 

establishments may adopt, by agree- 

ment with the employees, a 14-day 

overtime period in lieu of the usual 

7-day workweek, if the employees are 

paid at least time and a half their regu- 

lar rate for hours worked over 8 ina 

day or 80 in a 14-day work period. 

There are some exemptions from these 

basic provisions 

Note: The FLSA does not require: 

—vacation, holiday, severance, or sick 

pay 
—a discharge notice or reason for 

discharge 

—rest periods, holidays off, or 

vacations 

—premium pay rates for weekend or 

holiday work 

OCTOBER, 1979 

—Ppay raises or fringe benefits 

—a limit on hours of work for 

employees 16 years of age or older 

These are matters for agreement be- 

tween the employer and the employ- 

ees or their authorized representatives. 

Who Is Covered? 

All employees of certain enterprises 

having workers engaged in interstate 

commerce, producing goods for inter- 

state commerce, or handling, selling, 

or otherwise working on goods or 

materials that have been moved in or 

produced for such commerce by any 

person are covered by the Act. 

A covered enterprise is the related 

activities performed through unified 

Operation or common control by any 

person or persons for a common busi- 

ness purpose and is — 

(1) engaged in laundering or cleaning 

of clothing or fabrics; or 

(2) engaged in the business of con- 

struction or reconstruction; or 

(3) engaged in the operation of a hos- 

pital; an institution primarily en- 

gaged in the care of the sick, the 

aged, the mentally ill or defective 

who reside on the premises; a 

school for mentally or physically 

handicapped or gifted children; a 

preschool, an elementary or sec- 

ondary school; or an institution of 

higher education (regardless of 

whether or not such hospital, insti- 

tution or school is public or pri- 

vate or operated for profit or not for 

profit); or 

comprised exclusively of one or 

more retail or service establish- 

ments (as defined in the Act) 

whose annual gross volume of 

sales or business done is not less 

than — 

$250,000 

Beginning July 1, 1978 

$275,000 

Beginning July 1, 1980 

$325,000 

Beginning January 1, 1982 

$362,500 

(Any retail or service enterprise which 

has an annual gross volume of not 

less than $250,000 and which later 

ceases to be a covered enterprise as 

a result of increases in this dollar 

volume test must continue to pay its 

employees at least the minimum wage 

in effect at the time of the enterprise's 

removal from coverage, as well as 

overtime in accordance with the Act.) 

or 

(5) any other type of enterprise having 

an annual gross volume of sales or 

business done of not less than 

$250,000. 

The dollar volume standard mentioned 

above in (4) and (5) excludes excise 

taxes at the retail level which are 

separately stated. 

Any establishment which has as its 

Only regular employees the owner 

thereof or members of the owner's 

immediate family is not considered 

part of any enterprise. 

Federal employees are subject to the 

minimum wage, overtime, child labor 

and equal pay provisions of the Act. 

Employees of State and local 

governments are subject to the same 

provisions, unless they are engaged in 

traditional governmental activities, in 

which case they are subject to the 

child labor and equal pay provisions 

only. The Supreme Court has 

indicated that such traditional 

governmental activities include 

schools, hospitals, fire prevention, 

police protection, sanitation, public 

health, parks and recreation. 

Employees who are not employed 

in a covered enterprise may still 

be entitled to the Act’s minimum 

wage, overtime pay, equal pay, and 

child labor protections if they are 

individually engaged in interstate 

commerce. These include — 

(a) Communication and transportation 

workers; 

employees who handle, ship, or 

receive goods moving in interstate 

commerce; 

(c) clerical or other workers who reg- 

ularly use the mails, telephone, or 

telegraph for interstate communi- 

cation or who keep records on in- 

terstate transactions; 

(b) 



(d) employees who regularly cross 

State lines in the course of their 

work; and 

(e) Employees of independent em- 

ployers who perform clerical, cus- 

todial, maintenance, or other work 

for firms engaged in commerce or 

in the production of goods for 

commerce. 

Domestic service workers such as 

maids, day workers, housekeepers, 

chauffeurs, cooks, or full-time 

baby sitters are covered if they (1) 

receive at least $100 in cash wages 

in a calendar year from their 

employer or (2) work a total of 

more than 8 hours a week for one 

or more employers. 

Subminimum Wage 
Provisions 

Learners, apprentices, and handi- 

capped workers may, under certain 

circumstances, be paid less than the 

minimum wage, as well as full-time 

students in retail or service establisn- 

ments, agriculture, or institutions of 

higher education. Special certificates 

issued by the Wage and Hour Admin- 

istrator must be obtained by employers 

wishing to use these provisions. 

Equal Pay Provisions 

The equal pay provisions of the FLSA 

prohibit wage differentials based on 

sex, between men and women em- 

ployed in the same establishment on 

jobs that require equal skill, effort 

and responsibility and which are per- 

formed under similar working condi- 

tions. 

Jobs need only be substantially equal 

— not identical — for comparison pur- 

poses. In addition, the comparison may 

be made in situations where employees 

of one sex are doing work formerly 

done by employees of the opposite sex. 

Where a violation exists, an employer 

may not reduce the wage rate of an 

employee in order to eliminate the 

prohibited wage differential. 

A wage differential based even in part 

on sex is prohibited. However, the law 

does permit differences based on 

factors other than sex (e.g., bona fide 

seniority or merit systems or systems 

that reward productivity). 

In private employment, the equal pay 

provisions apply to most employees 
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subject to the FLSA, including execu- 

tive, administrative, professional and 

outside sales personnel. They apply 

not only to employers but to labor 

organizations. It is illegal for such or- 

ganizations or their agents represent- 

ing covered workers to cause or at- 

tempt to cause an employer to violate 

the law. 

Exemptions 

Some employees are excluded from 

the minimum wage or overtime provi- 

sions, or both, by specific exemptions. 

Because each exemption is narrowly 

defined under the law, an employer 

should carefully check its exact terms 

and conditions before applying it. The 

following examples are illustrative only 

and do not spell out the conditions for 

each. Detailed information is available 

from local Wage-Hour offices. 

Exemptions from Both 
Minimum Wage 
and Overtime 

Executive, administrative, and profes- 

sional employees (including teachers 

and academic administrative personnel 

in elementary or secondary schools) 

and outside sales persons (as defined 

in the Division’s regulations); 

Employees of certain individually 

owned and operated small retail or ser- 

vice establishments not part of a 

covered enterprise; 

Employees of certain seasonal amuse- 

ment or recreational establishments, 

employees of certain small newspapers, 

switchboard operators of small tele- 

phone companies, seamen employed 

on foreign vessels, and employees en- 

gaged in fishing operations; 

Exemptions from Overtime 
Provisions Only 

Certain highly-paid commission em- 

ployees of retail or service establish- 

ments; auto, truck, trailer, farm imple- 

ment, boat, or aircraft salesworkers, or 

partsmen and mechanics servicing 

autos, trucks or farm implements, and 

who are employed by nonmanufactur- 

ing establishments primarily engaged 

in selling these items to ultimate 

purchasers; 

Child Labor Provisions 

The FLSA child labor provisions are 

designed to protect the educational 

opportunities of minors and prohibit 

their employment in jobs and under 

conditions detrimental to their health 

or well-being. The provisions include 

lists of hazardous occupation orders 

for both farm and nonfarm jobs banned 

by the Secretary of Labor as being too 

dangerous for minors to perform. Fur- 

ther information on prohibited occupa- 

tions is available from local Wage-Hour 

offices. 

Regulations governing youth employ- 

ment in nonfarm jobs differ somewhat 

from those pertaining to agricultural 

employment. In nonfarm work, the per- 

missible kinds and hours of work, by 

age, are: 

18 years or older: any job, whether 

hazardous or not, for unlimited hours; 

16 and 17 years old: any nonhazardous 

job, for unlimited hours; 

14 and 15 years old: outside of school 

hours in various nonmanufacturing 

nonmining, nonhazardous jobs, under 

these conditions: no more than 3 hours 

on a school day, 18 hours in a school 

week, 8 hours on a nonschool day or 

40 hours in a nonschool week. Also, 

work may not begin before 7 a.m., nor 

end after 7 p.m., except from June 1 

through Labor Day, when evening 

hours are extended to 9 p.m. 

Under a special provision, 14 and 15- 

year-olds enrolled in an approved 

Work Experience and Career Explora- 
tion Program (WECEP) may be em- 

ployed for up to 23 hours in school 

weeks and 3 hours on school days (in- 

cluding during school hours). 

Fourteen is the minimum age for most 

nonfarm work. However, at any age, 

youths may deliver newspapers, per- 

form in radio, television, movie or the- 

atrical productions, work for parents in 

their solely owned nonfarm business 

(except in manufacturing or on 

hazardous jobs), gather evergreens and 

make evergreen wreaths. 

Permissible kinds and hours of work 

for youths employed in agriculture are: 

16 years and older: any job, whether 

hazardous or not, for unlimited hours; 

14 and 15 years old: any nonhazard- 

ous farm job outside of school hours; 

12 and 13 years old: outside of school 

hours in nonhazardous jobs, either 
with parents’ written consent or on the 

same farm as the parents; 

Under 12 years old: jobs on farms 

owned or operated by parents or, with 

parents’ written consent, outside of 
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school hours in nonhazardous jobs on 

farms not covered by minimum wage 

requirements. 

Local minors 10 and 11 years of age 

may work for no more than 8 weeks 

between June 1 and October 15 for 

employers who receive approval from 

the Secretary of Labor. This work must 

be confined to hand-harvesting short 

season crops outside school hours 

under very limited and specified cir- 

cumstances prescribed by the Secre- 

tary of Labor. 

Minors of any age may be employed 

by their parents at any time in any oc- 

cupation on a farm owned or operated 

by their parents. 

Recordkeeping 

Employers are required to keep rec- 

ords on wages, hours and other items, 

as specified in the Division’s record- 

keeping regulations. Most of the infor- 

mation is of the kind generally main- 

tained by employers in ordinary busi- 

ness practice and in compliance with 

other laws and regulations. The rec- 

ords do not have to be kept in any 

particular form and time clocks need 

not be used. With respect to an em- 

ployee subject to both minimum wage 

and overtime pay provisions, the fol- 

lowing records must be kept: 

—Personal information, including em- 

ployee’s name, home address, occu- 

pation, sex, and birth date (if under 

19 years of age) 

—Hour and day when workweek 

begins 

—Total hours worked each workday 

and each workweek _ 
—Total daily or weekly straight-time 

earnings 

—Regular hourly pay rate for any 

week when overtime is worked 

—Total overtime pay for the workweek 

—Deductions from or additions to 

wages 

—Total wages paid each pay period 

—Date of payment and pay period 

covered 

Records required for exempt employ- 

ees differ from those for nonexempt 

workers and special information is re- 

quired on employees working under 

uncommon pay arrangements or to 

whom lodging or other facilities are 

furnished. Employers who have home- 

workers must make entries in hand- 

books supplied by the Division. 

Computing Overtime Pay 

OCTOBER, 1979 

Overtime must be paid at a rate of at 

least 1-1/2 times the employee's reg- 

ular pay rate for each hour worked in 

a workweek in excess of the maxi- 

mum allowable in a given type of em- 

ployment. Generally, the regular rate 

includes all payments made by the 

employer to or on behalf of the em- 

ployee (excluding certain statutory 

exceptions). The following examples ari 

based on a maximum 40-hour work- 

week: 

1. Hourly rate (regular pay rate for 

an employee paid by the hour). If 

more than 40 hours are worked, at 

least 1-1/2 times the regular rate for 

each hour over 40 is due. 

Example: An employee paid $3.80 an 

hour works 44 hours in a workweek. 

The employee is entitled to at least 

1-1/2 times $3.80, or $5.70, for each 

hour over 40. Pay for the week 

would be $152 for the first 40 hours, 

plus $22.80 for the four hours of 

overtime — a total of $174.80. 

3. Salaries — the regular rate for an 

employee paid a salary for a regular 

or specified number of hours a week 

is obtained by dividing the salary by 

the number of hours. 

If, under the employment agreement, 

a salary sufficient to meet the mini- 

mum wage requirement in every 

workweek is paid as straight time 

for whatever number of hours 

are worked in a workweek, 

the regular rate is obtained 

by dividing the salary by the number 

of hours worked each week. To illus- 
trate, suppose an employee's hours of 

work vary each week and the agree- 

ment with the employer is that the 

employee will be paid $200 a week for 

whatever number of hours of work are 

required. Under this pay agreement, 

the regular rate will vary in overtime 

weeks. If the employee works 50 

hours, the regular rate is $4 ($200 
divided by 50 hours). In addition to the 

salary, 1/2 the regular rate, or $2 is 

due for each of the 10 overtime hours, 

for a total of $220 for the week. If the 
employee works 54 hours, the regular 

rate will be $3.70 ($200 divided by 54). 

In that case, an additional $1.85 is due 
for each of the 14 overtime hours, for 

a total of $225.90 for the week. 

In no case may the regular rate be 
less than the minimum wage required 
by the Act. 

If a salary is paid on other than a 

weekly basis, the weekly pay must be 

determined in order to compute the 

regular rate and overtime. If the salary 

is for a half month, it must be multi- 

plied by 24 and the product divided by 

52 weeks to get the weekly equivalent. 

A monthly salary should be multiplied 

by 12 and the product divided by 52. 

LS 

It is a violation of the FLSA to fire or 

in any other manner discriminate 

against an employee for filing a com- 

plaint or participating in a legal pro- 

ceeding under the law. 

Willful violations may be prosecuted 

Criminally and the violator fined up to 

$10,000. A second conviction may result 

in imprisonment. 

Violators of the child labor provisions 

are subject to a civil money penalty of up 

to $1,000 for each violation. 

Recovery of Back Wages 

The FLSA provides for the following 

methods of recovering unpaid mini- 

mum and/or overtime wages: 

1. The Division may supervise payment 

of back wages. 

2. The Secretary of Labor may bring 

suit for back wages and an equal 

amount as liquidated damages. 

3. An employee may file a private suit 

for back pay and an equal amount as 

liquidated damages, plus attorney's 

fees and court costs. 

4. The Secretary may obtain an in- 

junction to restrain any person from 

violating the law, including the unlaw- 

ful withholding of proper minimum 

wage and overtime compensation. 

Any amount owed to an employee in 

violation of the equal pay provisions 

is deemed unpaid minimum wages or 

unpaid overtime compensation under 

the Act. 

An employee may not bring suit if he 

or she has been paid back wages 

under the supervision of the Division 

or if the Secretary has already filed 

Suit to recover the wages. 

A two-year statute of limitations 

applies to the recovery of back pay, 

except in the case of willful violation, 

in which case a three-year statute ap- 

plies. 
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That’s the prescription you can fill again and again for your customers if you have a fully 

stocked magazine department. 

Reading is a tonic for everyone. SELLING the reading material is our specialty. And it 

should be yours because turnover is the name of your game and nothing you sell turns over 

faster or more profitably than periodicals. 

If you’re not now offering periodicals to your customers, you should be. Just ask us how 

profitable it can be. 

And if you do have a magazine department, chances are your operation has outgrown it 

and it should be expanded. 

Think big. The great majority of our customers did more business with us in 1977 than in 1976. 

Get on the bandwagon. Call Phil Appel today at: 

The Maryland News Distributing Co. 
(301) 233-4545 
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Classified Ads _| 

Classified ads are a complimentary 
service for members. 

Available from the MPhA Office 

— Notification for the patient under the Drug Product Selec- 

tion Law. 

— Heart Shaped Stickers — no charge 

— “C” Stamps 

— Information on the Blue Cross/Blue Shield Major Medical 

Health Insurance Program 

—The Association's Employment Clearinghouse, helping 

pharmacists and employers find one another. 

— Information.on the Aruba Trip, January 12-20, 1980 

— |.C. collection help 

— Pharmaceutical Protector Plan — Comprehensive !nsur- 
ance for your pharmacy 

— Information on the NEW USP/NF on sale from MPhA. 

For these and many other services, contact Sharon at the 

MPhA Office, (301) 727-0746. 

a 

FOR SALE 
ee ee 

4 large antique apothecary hanging window globes with 
chains, 1891 vintage, excellent condition — Call John Lutz, 

(301) 435-0941. 

— WANTED — 

Registered Pharmacists 
Due to recent expansion the Rite Aid Corporation has full-time 

positions available in the general Baltimore-Annapolis area. 

We offer — 

Competitive Salaries 
Co. Paid Blue Cross-Blue Shield 

Major Medical 
Life Insurance 

Individual Retirement Acct. 

Paid Vacations 

Paid Holidays 

Disability Ins. 
Advancement into Management 
Level Positions 

For information please contact Jim Kirkwood R.Ph. Director of 
Professional Placement at 301-825-8355 (out of town call col- 

lect) or send resume to: 

Jim Kirkwood 
3110 Quail Hill Dr. 

Midlothian, Va. 23113 
804-744-2924 

HELP PHARMPAC 

Put your Message where your chest is 

—on atee shirt — 

‘“Pharmacisti Lamdudum Defutati Sunt” 

(Pharmacists have been long enough) 

Cost: $7.00 and it’s yours, Tax deductible. 
Available — Ladies, sm, med or lge. 

Men, med, Ige, XLge. 

Make Checks or Money Order payable to PharmPAC 
c/o Wilson Point Pharmacy 

1014 Wilson Point Rd. 
Middle River, Maryland 21220 

The Maryland Pharmaceutical Association 

Invites You to Join Us 

For an Evening at the Theatre 

BURN BRAE DINNER THEATRE — Sunday, December 2, 1979 

“FIDDLER ON THE ROOF” 

Dinner 5:15-6:30 p.m. Show Time 7:00 P.M. 

Adults $20.00 / Students $15.00 

for ticket information: Elwin Alpern 569-9177 

OCTOBER, 1979 

Ron Lubman 366-1744 
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Siene 

of the Squibb 
Pharmacy 

Advisory Council 

Squibb was the first pharmaceutical company to convene 
a Pharmacy Advisory Council and we want to take 
this opportunity to extend a debt of gratitude to the 
scores of dedicated pharmacists who have served on 
the Council over the past 50 years. Their contributions 
have helped immeasurably in the shaping of policies 
and programs to strengthen the ties between Pharmacy 
and Industry. 

SQUIBB 

Serving the Professional Needs of Pharmacists 
Sensitive to the Business Needs of Pharmacy 

©1979 E. R. Squibb & Sons, Inc. 709-502 
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President's Message 

I would like to thank all of you that bought tickets to the Burnbrae Dinner Theatre. It is a sellout again 

this year. Over 200 people will attend on December 2nd and I extend apologies to those who wanted tickets 

when we were out. 

The Fall Regional Meeting at the new Baltimore Convention Center was very successful. The excellent 

presentations by Dayle Berke of the FTC, and Richard Brown from the Dale Carnegie Courses resulted in the 

largest attendance in several years. I feel that the new format of an evening meeting with guest speakers and a 

short review of Association activities is a welcome change over the traditional format. 

The new Baltimore Convention Center was also a highlight of the evening. It is a magnificent building 

and very functional as a meeting facility. It is a tremendous addition to the developing Inner Harbor area and 

well worth the trip alone to this successful downtown renewal effort. 

Third party prescription plans still occupy a large portion of our time. The new Medimet program for 

retired G.E. employees was recently mailed to my pharmacy. I found this plan to have several distasteful 

portions, and felt that I must exercise my individual right to refuse plans that are unsatisfactory to me. 

Responding to several negative comments from pharmacists, Dave Banta wrote a letter to Medimet expressing 

some of the opinions we have heard. If we receive a reply, we will inform you as to any changes that Medimet 

will implement. 

Third party administrators must learn that they cannot pinch pennies at our expense. In 1980, we are 

still being paid 1970 dispensing fees. Third party administrators must recognize the fact that inflation also hits 

pharmacy. Stand up and speak out! Do not expect your leaders to carry this fight alone. 

On the day of the Fall Regional Meeting, I was personally saddened to hear the news of the death of 

fellow pharmacist and friend for the past 25 years, David MacLarty, who was shot and died from wounds 

received in a hold-up of his pharmacy. To quote from a letter from Paul Burkhart, ‘‘David was a very 

unassuming man who devoted a major portion of his life serving his community. His charity and willingness to 

help is well-known to his patients and customers. The tragic end to his career has not only beena shock to all of 

us in pharmacy, but to all who pursue a reasonable lifestyle.” 

‘It is, indeed, hard to believe that Pharmacists should have to face this threat as part of their role in 

providing health care.” 

“The tragedy of David’s death should be a stimulus for us to review the penalties for those that would 

strike down men and women who are serving their fellow men and women.” 

As a group, we should support making crimes against pharmacies a federal crime. We should also push 

for longer sentences and the mandatory serving of these sentences for anyone involved in an armed robbery. 

The man that killed David was on a work release program after having been sentenced for armed robbery. A 

thorough review of our state’s prison system is long overdue. The prisons may be crowded, but this is no 

excuse to let violent people on the street. The Governor and the courts have a duty to protect decent citizens of 

this state. Do we not have the right to work and live without fear? 

RONALD LUBMAN 
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POISON 

PREVENTION 

PACKAGING 

The Poison Prevention Packaging Act of 1970, adminis- 

tered by the U.S. Consumer Product Safety Commission, is 

a powerful weapon to reduce poisonings among small chil- 

dren. The Act provides that certain household products 

which are found to be hazardous or potentially hazardous 

must be sold in safety packaging that most children under 

five years of age cannot open if these products are in 

packages for use in or around the household. 

Currently required to be in safety packaging by regulations 

promulgated under the Poison Prevention Packaging Act 

are the following drugs: 

1. human prescription drugs in oral dosage forms; 

2. all controlled drugs in dosage forms intended for oral 

administration; 

3. aspirin products, except for certain effervescent and 

powder forms; 

4. methyl salicylate (oil of wintergreen). 

Other regulated products which may be found in 

establishments where pharmacies are located include: 

1. certain furniture polishes; 

2. preparations, containing potassium and/or sodium hyd- 

roxide (certain oven and drain cleaners): 
3. turpentine; 

4. lighter fluid; 

5. sulfuric acid; 

6. ethylene glycol (anti-freeze); 

7. methyl alcohol (windshield washer solution). 

NOTE: Exemptions have been granted for drugs to which 
patients need rapid access. These are isosorbide dinitrate 
and nitroglycerine. Others have been proposed for exemp- 
tion. Future regulations will cover iron preparations and 
veterinary prescription drugs. Careful monitoring of acci- 
dental ingestion data and other statistics may show in the 
future the need for regulations covering camphor and anti- 
histamines. 

The child-resistant containers for these substances must 
be sufficiently difficult that they cannot be opened by 80 
percent of children under five but they must allow access to 
at least 90 percent of adults, who will then be able to open 
and properly close the packaging conveniently. 

The law does not require that the packaging be so 
difficult to open that no children can gain access to the 
contents. If the law did require this, then many adults would 
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not be able to open the packages either. Therefore, the 

packaging that is on the market is acompromise — between 

opening ease for adults and difficult access for children. 

While this results in some slight inconvenience to all of us, 

remember that these new packages are designed to save the 

lives of children! 

For the few people — the very old and those with 

handicaps such as arthritis — who may find it impossible to 

use this new safety packaging, the law allows two ways to 

provide traditional easy-to-open packaging: 

1. A manufacturer can market one size of the product in 

conventional packaging if other packages of the same 

product are on the market in safety packaging. How- 

ever, in these exceptions, the label must clearly state: 

This package for households 
without young children. 

or if the package is small: 

Package not child-resistant. 

2. The prescribing physician or consumer may request that 
prescription medicines be put into ordinary packaging 
without safety features. Although some pharmacists 
may ask for a written statement from a purchaser before 
providing a conventional closure, this is not a require- 
ment of the Federal law. 

NOTE TO PHARMACISTS: The U.S. Consumer Product 
Safety Commission wants those who find the containers 
difficult to open to be aware that conventional packaging is 
available. The pharmacist may post a sign or inform a 
customer of these options under the Law, but he must leave 
the choice up to the purchaser. 

Blanket Waivers: A purchaser may request that all of his or 
her prescriptions be dispensed in non-complying pack- 
aging. However, this option is limited to the purchaser. 

However, with conventional packaging, the safety po- 
tential of poison prevention packaging is eliminated. The 
need is even greater for careful handling and storage of the 
substance on hand. 

Refilling Prescriptions: Because safety closures can lose 
their effectiveness through repeated use, new packaging 
must be used when prescriptions are refilled. However, 
when glass containers are used, using new caps for refills 
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fulfills the poison prevention packaging requirements. 

For those drugs packaged in containers which are in- 

tended by the manufacturer to be dispensed to the con- 

sumer in the original package, the obligation to provide 

special packaging rests with the manufacturer. (This does 

not, however, relieve the pharmacist of the obligation to 

inspect those packages which he receives, and in the ab- 

sence of special packaging, to provide the same.) 

SUBSTANCES COVERED UNDER THE 
POISON PREVENTION PACKAGING ACT 

*4. Aspirin 

2. Furniture Polish — nonemulsion with 10% or more min- 

eral seal oil and/or other petroleum distillates 

3. Methyl Salicylate (Oil of Wintergreen) — more than 5% by 

weight 

*4. Controlled Drugs 

5. Sodium and/or Potassium Hydroxide — dry form 10% or 

more by weight, all others 2% or more by weight 

6. Turpentine — 10% or more by weight 

7. Kindling and/or Illuminating Preparations — 10% or more 

by weight petroleum distillates 

8. Methyl Alcohol (Methanol) — 4% or more by weight 

9. Sulfuric Acid — 10% or more by weight 

*10. Prescription Drugs (Human Oral) 

11. Ethylene Glycol — 10% or more by weight 

12. Paint Solvents — 10% or more by weight benzene, tolu- 

ene, xylene, petroleum distillates or combination thereof 

*13. Iron Containing Drugs — 250 mg or more elemental iron 

*14. Dietary Supplements Containing lron — 250 mg or more 

elemental iron 

*15. Acetaminophen — more than one gram (Final order 

8/31/79 effective 2/27/80) 

*Probably in a Pharmacy as an over the counter or prescription item. 

PRESCRIPTION DRUG EXEMPTIONS 

(i) Sublingual dosage forms of nitroglycerin 

(ii) Sublingual and chewable forms of isosorbide dinitrate in 

strengths of 5 mg or less per dosage unit. This level may be 

raised to 10 mg. (10 mg still must be in special packaging) 

(iii) Erythromycin ethylsuccinate granules for oral suspensions 

and oral suspensions containing no more than 8 gm 

erythromycin. 

(iv) Cyclically administered oral contraceptives in manufac- 

turers’ mnemonic (memory-aid) dispenser packages, 

which rely solely upon the activity of one or more of the 

following progestrogen and estrogen substances: Di- 

methisterone, ethinyl! estradiol, ethynodiol diacetate, mes- 

tranol, norethindrone, norethynodrel, or norgestrel and 

which provide not more than the following amounts of 

these substances per package: 150.0 milligrams of di- 

methisterone, 2.2 milligrams of ethinyl estradiol, 21.0 milli- 

grams of ethynodiol diacetate, 6.0 milligrams of mestranol, 

200.0 milligrams of norethindrone, 105.0 milligrams of 

norethynodrel, or 10.5 milligrams of norgestrel. 

(v) Anhydrous cholestyramine (chloride salt of a basic anion- 

exchange resin) in powder form. 

(vi) Potassium supplements which are individually packaged 

effervescent tablets, each containing not more than 25 

milliequivalents of potassium. It was proposed to change 

the 25 milliequivalents to 50 milliequivalents (50 milliequiva- 

lents must still be in special packaging). 

NOVEMBER, 1979 

(vii) Aqueous solutions of sodium fluoride containing no more 
than 264 milligrams of sodium fluoride per package. 

(viii) Betamethasone tablets packaged in manufacturers’ dis- 
penser packages, containing no more than 12.6 milli- 
grams betamethasone. 

(ix) Mebendazole in tablet form in packages containing not 
more than 600 mg of the drug. 

(x) Methylprednisolone in tablet form in packages containing 
not more than 84 mg. of the drug. 

(xi) Colestipol in powder form in packages containing not more 
than 5 grams of the drug. (Special Packaging required until 
the final order, which will appear in the Federal Register 
shortly). 

ASPIRIN EXEMPTIONS 

(i) Effervescent tablets containing aspirin. 

(ii) Unflavored aspirin containing preparations in powder form 
(other than those intended for pediatric use) providing not 

more than 13 grains of aspirin per unit dose. 

ACETAMINOPHEN PROPOSED EXEMPTIONS 

(i) Effervescent tablets or granules containing acetaminophen. 

(ii) Unflavored acetaminophen containing preparations in 
powder form (other than those intended for pediatric use) 
providing not more than 13 grains of acetaminophen per 

unit dose. 

For further information on poison prevention packaging call the 
U.S. Consumer Product Safety Commission toll-free: 800-492- 

2937. 

calendar 

Nov. 14-20 — 10th Annual Meeting — American Society of 

Consulting Pharmacists 
Nov. 13 (Tues.) — BMPA Annual Meeting — Quality Inn 

Pikesville 
Nov. 17 (Sat.) — MSHP Seminar 
Dec. 2 (Sun.) — MPhA BENEFIT DINNER THEATRE 
“FIDDLER”? AT BURN BRAE — DEADLINE FOR 
RESERVATIONS IS APPROACHING — CALL OF- 

FICE TODAY '!! 
Jan. 12-19 — ARUBA WITH MPhA — DON’T BE LEFT 

OUT — WINTER TRIPS ARE SELLOUTS 
Feb. 10 (Sun.) — BMPA Banquet, Bluecrest (It’s not too early 

to make up your table) 
Mar. 23 (Sun.) — AZO Fritz Berman Seminar 

Every Sunday Morning at 6:15 a.m. listen to Charles Spigelmire on 
WCAO broadcast the Pharmacy Public Relations Program ‘Your 
Good Neighbor,” the oldest continuous public service show in Balti- 

more. 



— poentors ese That's c one way you can save 
-money and have the products your cus- 

Our divisions in Philadelphia, Harrisburg, | tomers want when they need them. Our 
Wilmington, Baltimore, and Johnstown management services give you “up-to-the- 
serve these areas with prompt delivery of | minute” techniques on inventory control, 
our full line of quality pharmaceuticals and cash flow, pricing and other methods of. 
health and beauty aids. We are alarge multi- managing your business for greater profits. 
branch wholesaler and, you can rely on our 
substantial inventories and 150 years — Call your local division today and find out’ 
experience in drug and HBA merchandis- how you too can become one of the best 
ing. Because we inventory more, you can served pharmacies in America! 

THE DRUG HOUSE, INC. 
An Alco Standard Company 

middle Atlantic states, we're. neighbors! 

Philadelphia Division Harrisburg Division Wilmington Division Baltimore Division Johastown Division 
(215) 223-9000 (717) 236-9071 (302) 655-7401 (301) 866-4600 (814) 288-5702 
Ed Helfrich Paul Hawbecker Ed McKenna Al Turner Neil Smith 
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Lopressor™ — 
metoprolol tartrate 

Tablets of 50 mg and 100 mg 
Available in bottles of 100s and 1000s 
and unit dose packages of 100s 



NDC NUMBERS FOR MOST COMMONLY 
USED DRUG PRODUCTS 

— AN AID FOR FILLING IN THIRD-PARTY FORMS — 
The following list covers many of the most commonly used drug products and the NDC numbers for the smallest size normally used 
of that product. Space is left for you to fill in the last two digits of NDC to convert to package size you use and want to list on third 
party forms. Space is left on right side of pages to permit additions of drug products you want added to the list. Only branded 
products are listed. 

ACHROMYCIN V BUTAZOLIDIN 
cap 250mgm —- 100 0005-4880-23 (1000 — ) tab 100mg 100 0028-0014-01 ) Nema ALKA Cap 100 0028-0002-01 ) 
tab 100 0081-0018-55 )  BUTISOL 
syrup 160z 0081-0019-96  ( ) Elix 160z 0045-0110-16 ) 

tab 15mg 100 0045-0112-60  ( ) 
MUA ECABIE 30mg 100 0045-0113-60  ( ) tab 100 0014-1011-31 ) 

CATAPRES 
eA RUNS tab 1.1mg 100 0597-0006-01  ( ) 

ALDOMET CHOLEDYL 
tab 125mg NO EEUU (| ) tab 100mg 100 0047-0210-51 ) 

250mg POO COO CAI SS Baa ) 200mg 100 0047-0211-51 ) 500mg 100 0006-0516-68  ( ) 
CLINORIL ALDORIL 
tab 150m 100° 0006-0941-68 tab 15 100 0006-0423-68  ( ) 200mg say anny Ones 

25 100 0006-0456-68 ( ) 
COMBID AMBENYL ‘ 

Expect 4oz 0088-1231-11  ( Paes per eMC ) 
160z 0088-1231-18  ( )  COMPAZINE 

tab 5mg 100 0007-3366-20  ( ) AMCILL f 
Cap 250mg 100 0071-0402-24  ( ) Meu RE MAMESSEDRAD ) 500mg 100 0071-0404-24 ( )  CORTISPORIN 

otic soln 10m! 0081-0199-92 ( ) AMOXIL ! Cap 250mg 100 0029-6006-30 ete susp 10ml 0081-0198-92 ( ) 

500mg 50 0029-6007-29  ( ) COUMADIN 
tab 2mg 100 0056-0170-70 ) ANTIVERT 

tab 12.5mg 100 0662-2100-66 ( ) ging OCC iat aaa ) 
25m 100 0662-2110-66  ( ) om Pee ee CT ) g 7.5mg 100 0056-0173-70 ) 

APRESOLINE 10mg 100 0056-0174-70 ) 
tab 10mg 100 0083-0037-30  ( ) 

25mg 100 0083-0039-30  ( ) 
50mg 100 0083-0073-30  ( ) 

ATARAX 
tab 10mg 100 0049-5600-66 ) 

25mg 100 0049-5610-66 ( ) 
50mg 100 0049-5620-66 ( ) 
100mg 100 0049-5630-66 ( ) 

ATROMID S 
Cap 500mg 100 0046-0243-81  ( ) 
AZO GANTRISIN 
tab 100 0004-0012-01  ( ) 
BENDECTIN 
tab 100 0068-0155-61 ) 
BENTYL (PB) 
Cap 10mg 100 0068-0120-61  ( ) 

W/Pb 100 0068-0122-61  ( ) 
tab 10mg 100 0068-0123-61 ) 

W/Pb 100 0068-0124-61  ( ) : 
BENYLIN 
Syrup 40z 0071-2195-17 ( ) 

160z 0071-2195-23 ) 
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CYCLOSPASMOL 
cap 200mg 100 

400mg 100 
tab 100mg 100 

DALMANE 
cap 15mg 100 

30mg 100 

DARVON 
Pulv 65mg 100 
Comp 65 100 
—N tab 100mg 100 
—N tab W/ASA 100 
Darvocet N 100 
Darvocet N100 100 

DEMULEN 
21 compak 6 units 

28 compak 6 units 

DIABINESE 
tab 100mg 100 

250mg 100 

DILANTIN 
Infatab 50mg 100 
Kap 30mg 100 
Kap 100mg 100 
Kap W/Pb gr 100 
Kap W/Pb gr 100 

DIMETANE 
Extentab 8mg 100 
Extentab 12mg 100 

DIMETAPP 
Elixir 160z 
Extentab 100 

DIUPRES 
tab 250mg 100 

500mg 100 

DIURIL 
tab 250mg 100 

500mg 100 

DONNATAL 
Cap 100 
tab 100 
Extentab 100 
Elixir 160z 

DYAZIDE 
cap 100 

ELAVIL 
tab 10mg 100 

25mg 100 
50mg 100 
75mg 100 
100mg 100 
150mg 30 

ELIXOPHYLLIN 
Cap 100mg 100 

200mg 100 
SR cap 125mg 100 

250mg 100 
Elixir 160z 

EMPIRIN COMPOUND 
tab 1/8 gr 100 

1/4 gr 100 
1/2 gr 100 

1 gr 100 

NOVEMBER, 1979 

0082-41 24-01 
0082-41 48-04 
0082-41 20-01 

0140-0065-01 
0140-0066-01 

0002-0803-02 
0002-0806-02 
0002-0353-02 
0002-0354-02 
0002-0351 -02 
0002-0363-02 

0014-0071-07 
0014-007 1-09 

0663-3930-66 
0663-3940-66 

0071-0007-24 
0071-0365-24 
0071-0362-24 
0071-0375-24 
0071-0531-24 

0031-1868-63 
0031-1843-63 

0031-2224-25 
0031-2274-63 

0006-0230-68 
0006-0405-68 

0006-021 4-68 
0006-0432-68 

0031-4207-63 
0031 -4250-63 
0031-4235-63 
0031-4221-25 

0484-3590-20 

0006-0023-68 
0006-0045-68 
0006-0102-68 
0006-0430-68 
0006-0435-68 
0006-0673-30 

0041-0126-10 
0041-0125-10 
0041-0129-10 
0041-0123-10 
0041-0121-16 

0081-0332-55 
0081-0342-55 
0081-0355-55 
0081 -0368-55 

SNS yO OS 

ei ein lin lls 

ee ~—~_— _— wm 

~S Sr wr Sr 

—S— SS 

EQUANIL 
tab 200mg 

400mg 

ERYTHROCIN 
tab 250mg 

ESIDRIX 
tab 25mg 

50mg 
100mg 

FIORINAL 
Cap 
tab 

FLAGYL 

tab 

GANTANOL 
tab 0.5mg 

GANTRISIN 
tab 0.5gm 

HALDOL 
tab 0.5mg 

1.0mg 
2.0mg 

5.0mg 
10.0mg 

HYDRODIURIL 
tab 25mg 

60mg 
100mg 

HYDROPRES 
tab 25mg 

50mg 

HYGROTON 
tab 25mg 

50mg 
100mg 

INDERAL 
tab 10mg 

20mg 
40mg 
80mg 

100 
0008-0002-03 
0008-0001-05 

0074-6346-20 

0083-0022-30 
0083-0046-30 
0083-0192-30 

0078-0043-05 
0078-0044-05 

0014-1801-31 

0004-0010-01 

0004-0009-01 

0045-0240-60 
0045-0241-60 
0045-0242-60 
0045-0245-50 
0045-0246-50 

0006-0042-68 
0006-0105-68 
0006-041 0-68 

0006-0053-68 
0006-0127-68 

0070-0022-00 
0070-0020-00 
0070-0021-00 

0046-0461-81 
0046-0462-81 
0046-0464-81 
0046-0468-81 a ~S SS 
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‘B Aowme magarnes, faprcack books 

aad wens) Se brah Te Age cts. 
yee Oe yy 

That’s the prescription you can fill again and agzin for your customers if you have a fully 

stocked magazine department. 

Reading is a tonic for everyone. SELLING the reading material is our specialty. And it 

should be yours because turnover is the name of your game and nothing you sell turns over 

faster or more profitably than periodicals. 

If you’re not now offering periodicals to your customers, you should be. Just ask us how 
profitable it can be. 

And if you do have a magazine department, chances are your operation has outgrown it 
and it should be expanded. 

Think big. The great majority of our customers did more business with us in 1977 than in 1976. 

Get on the bandwagon. Call Phil Appel today at: 

The Maryland News Distributing Co. 
(301) 233-4545 
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INDOCIN 
cap 25mg 

50mg 

IONAMIN 
—15 cap 

—30 cap 

ISORDIL 
tab 5mg 

10mg 
20mg 

subl tab 2.5mg 
5mg 

Tembids 40mg 
cap 
40mg 

w/phenobarb 

LANOXIN 
tab 0.125mg 

0.250mg 
0.5mg 

LAROTID 
cap 250mg 

500mg 

LASIX 
tab 20mg 

40mg 
80mg 

LIBRAX 
cap 

LIBRIUM 
cap 5mg 

10mg 
25mg 

LOMOTIL 

tab 

LO/OVRAL 

21’s tab 

28’s tab 

LOPRESSOR 
tab 50mg 

100mg 

MACRODANTIN 
cap 25mg 

50mg 

100mg 

MARAX 

tab 

MELLARIL 
tab 10mg 

15mg 
25mg 
50mg 
100mg 

MINIPRESS 
tab 1mg 

2mg 
5mg 

MOTRIN 
tab 300mg 

400mg 
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100 
100 

0006-0025-68 
0006-0050-68 

0018-0903-71 
0018-0904-71 

0082-4152-01 
0082-4153-01 
0082-4154-01 
0082-4139-01 
0082-41 26-01 
0082-41 25-01 

0082-41 40-01 
0082-41 23-01 

0081-0242-55 
0081-0249-55 
0081-0253-55 

0004-01 22-01 
0004-0123-02 

0039-0067-10 
0039-0060-10 
0039-0066-05 

0140-0007-01 

0140-0001-01 
0140-0002-01 
0140-0003-01 

0014-0061-31 

0008-0078-01 
0008-251 4-02 

0028-0051-01 
0028-0071-01 

0035-0007-01 
0035-0008-30 
0035-0008-01 
0035-0009-30 
0035-0009-01 

0049-2540-66 

0078-0002-05 
0078-0008-05 
0078-0003-05 
0078-0004-05 
0078-0005-05 

0069-4310-71 
0069-4370-71 
0069-4380-71 

0009-0733-01 
0009-0750-25 

— 

a 

~—~_—e—wn~Trr ~~ 
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NALDECON 

tab 

NALFON 
pulv 300mg 
tab 600mg 

NAPROSYN 
tab 250mg 

NORGESIC 

tab 

tab forte 

NORINYL 

1+50 tab 

1+80 tab 

1+50 refills 

1+80 tab 

NORLESTRIN 
—21 1/50cmpk 
2.5/50cmpk 
—28 1/50cmpk 
Fe 28 1/50cmpk 

NOVAHISTINE 
Expect 

DH Liq 

OMNIPEN 
cap 250mg 

500mg 

ORNADE 
Spans 

ORTHO NOVUM 
tab 2mg 
1/50 

1/80 

OVRAL 
pilpak 
—28 

OVULEN 
—21 cmpk 
—28 cmpk 

40z 

100 
100 

50 

1x21 

1x21 

1x28 

1x21 

1x28 

6x21 

6x28 

6x21 

6x28 

0015-5600-60 

0777-0877-02 
0777-2159-02 

18393-272-42 

0089-0235-10 
0089-0237-10 

42987-101-15 
42987-101-15 
42987-101-25 
42987-102-25 

0710-0904-46 
0710-0901-46 
0710-0903-46 
0710-0905-46 

0183-1023-58 
0183-1024-58 

0008-0053-03 
0008-0309-03 

0007-4423-15 

0062-1351-15 
0062-1331-15 
0062-1332-15 
0062-1390-15 
0062-1391-15 

0008-0056-01 
0008-251 1-02 

0014-0401-07 
0014-0401-09 
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MAYER anc STEINBERG 

1959 ro 1979 —_WE COULDN'T 
HAVE DONE IT WITHOUT YOU. 

INSURANCE AGENTS & BROKERS 

MAYER AND STEINBERG INC. 

BUSINESS e PROFESSIONAL e PERSONAL 

600 Reisterstown Road e Pikesville, Maryland 21208 e 484-7000 9 

YOUR AMERICAN DRUGGISTS’ INSURANCE CO. REPRESENTATIVE 
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PARAFON-FORTE 
tab 100 

PAVABID 
HP Cap 300mg 60 
Plateau 

Cap 150mg 100 

PEN-VEE K 
tab 250mg 100 

500mg 100 

PERCODAN 
tab 100 
demi 100 

PERSANTINE 
tab 25mg 100 

PHENAPEN & CODEINE 
Cap #2 100 
Cap #3 100 
Cap #4 100 
—650 w/cod 50 

POLARAMINE 
tab 2mg 100 

Repetab 4mg 100 
6mg 100 

PREMARIN 
tab 0.3mg 100 

0.625mg 100 
1.25mg 100 
2.5mg 100 

PROLOID 
tab 1/4gr 100 

1/2 gr 100 
1 gr 100 

Tee cay. 100 
2 gr 100 

PRONESTYL 
cap 250mg 100 

375mg 100 
500mg 100 

PYRIDUM 
tab 100mg 100 

200mg 100 

QUIBRON 
cap 100 
—plus cap 100 
—300 cap 100 

REGROTON 
tab 100 

SALUTENSIN 
DEMI-tab 100 
tab 100 

SEPTRA 
tab 100 

SER-AP-ES 
tab 100 

SERAX 
cap 10mg 100 

15mg 100 
30mg 100 

SINEQUAN 
cap 10mg 100 

25mg 100 
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0045-0322-60 

0088-1557-41 

0088-1555-47 

0008-0059-02 
0008-0390-01 

0060-01 22-70 
0060-01 23-70 

0597-001 7-01 

0031-6242-63 
0031-6257-63 
0031-6274-63 
0031-6251-60 

0085-0820-03 
0085-0095-03 
0085-01 48-03 

0046-0868-81 
0046-0867-81 
0046-0866-81 
0046-0865-81 

0047-0250-51 
0047-0251-51 
0047-0252-51 
0047-0253-51 
0047-0257-51 

0003-0758-50 
0003-0756-50 
0003-0757-50 

0047-0180-51 
0047-0181-51 

0087-0516-01 
0087-0518-01 
0087-0515-41 

0070-0031 -00 

0015-5455-60 
0015-5436-60 

0081-0852-55 

0083-007 1-30 

0008-0051-02 
0008-0006-02 
0008-0052-02 

0663-5340-66 
0663-5350-66 

a 

50mg 100 
75mg 100 

SLOW-K 
tab 600mg 100 

SORBITRATE 
SA-tab 40mg 100 
Subl tab 2.5mg 100 

5mg 100 
Chew tab 5mg 100 

10mg _=—-100 
Oral tab 5mg 100 

10mg 100 
20mg 100 

STELAZINE 
tab 1mg 100 

2mg 100 
5mg 100 

SUMYCIN 
cap 250mg 100 

500mg 100 
tab 500mg 100 

SYNTHROID 
tab 0.025mg 100 

0.05mg 100 
0.1mg 100 
0.15mg 100 
0.2mg 100 
0.3mg 100 

TAGAMET 
tab 300mg 100 

TALWIN (Compound) 
tab 50mg 100 

TENUATE 
Dospan 75mg 100 
tab 25mg 100 

THORAZINE 
tab 10mg 100 

25mg 100 
50mg 100 
100mg 100 

TIGAN 
cap 100mg 100 

250mg 100 
supp 100mg 10 

200mg 10 

0663-5360-66 
0663-5390-66 

0083-0165-30 

0038-0880-10 
0038-0853-10 
0038-0760-10 
0038-0810-10 
0038-0815-10 
0038-0770-10 
0038-0780-10 
0038-0820-10 

0484-4903-20 
0484-4904-20 
0484-4906-20 

0003-0655-40 
0003-0763-40 
0003-0603-43 

0048-1020-03 
0048-1040-03 
0048-1070-03 
0048-1090-03 
0048-1140-03 
0048-11 70-03 

0108-5013-20 

0024-1921-04 

36969-698-61 
36969-697-61 

0007-5073-20 
0007-5074-20 
0007-5076-20 
0007-5077-20 

0029-4082-30 
0029-4083-30 
0029-4088-38 
0029-4084-38 

—*™ ee ee a — 

SO ere 



TOFRANIL 
tab 10mg 100 

25mg 100 

50mg 100 
PM cap 75mg 30 

100mg 30 
125mg 

150mg 

TOLECTIN 
tab 200mg 100 

TOLINASE 
tab 100mg 100 

250mg 100 
500mg 50 

TRANXENE 
cap 3.75mg 100 

7.5mg 100 
15mg 100 

TRIAVIL 
tab 2-10 100 

2-25 100 
4-10 100 
4-25 100 
4-50 60 

TUSS-ORNADE 
liquid 160z 
Span 50 

TYLENOL & CODEINE 
Elixir 160z 
tab #1 100 

#2 100 
#3 100 
#4 100 

VALIUM 
tab 2mg 100 

5mg 100 
10mg 100 

VASODILAN 
tab 10mg 100 

20mg 100 

V CILLIN K 
tab 125mg 100 

250mg 100 
500 

500mg 100 

VIBRAMYCIN 
cap 50mg 50 

100mg 50 

VISTARIL 
cap 25mg 100 

50mg 100 
100mg 100 

ZYLOPRIM 
tab 100mg 100 

300mg 30 

0028-0021-01 
0028-0011-01 
0028-0075-01 
0028-0020-26 
0028-0040-26 
0028-0045-26 
0028-0022-26 

0045-041 2-60 

0009-0070-02 
0009-01 14-05 
0009-0477-01 

0074-341 7-13 
0074-341 8-13 
0074-3419-13 

0006-091 4-68 
0006-0921-68 
0006-0934-68 
0006-0946-68 
0006-051 7-60 

0007-5270-56 
0007-5271-15 

0045-0508-16 
0045-0510-60 
0045-0511-60 
0045-0513-60 
0045-0515-60 

0004-0004-01 
0004-0005-01 
0004-0006-01 

0087-0543-01 
0087-0544-01 

0002-0327-02 
0002-0329-02 
0002-0329-03 
0002-0346-02 

0069-0940-50 
0069-0950-50 

0069-541 0-66 
0069-5420-66 
0069-5430-66 

0081-0996-55 
0081-0998-30 

ELS 

For “on-the-go” patients _ 

.| recommend 
Sudafed.” 

lt opens the nose 
without 

closing the eyes. 
Give your patients 
the advantages of Sudafed 
when they need nasal 
decongestion for colds 
or allergies—without the 
drowsiness disadvantage 
of antihistamines. 

One drug,one action: 
decongestion 

without drowsiness. 

(pseudoephedrine HC]) 
30 mg tablets/syrup 

aval 
Wellcome 

Burroughs Wellcome Co. 
Research Triangle Park 
North Carolina 27709 

THE MARYLAND PHARMACIST 

SUDAFED 



~ LOEWY DRUG CO. DIVISION OF LY) 

Has For Your PHARMACY a2 
a 

A Complete Price Sticker and “"™ 
Order Entry Program. 
Now Operating in over 500 Pharmacies Like Yours. 

THE SERVICE PROVIDES: retail price sticker & shelf labels, allowing you selective 

pricing for all items you purchase. Plus customized pricing for up to 1500 items. 

Two price system. 

ddd 

OVER THE COUNTER MERCHANDISE RX MERCHANDISE 

TAME CR RIN 8 OZ. BENTYL TAB 20MG WNDC 68 

#5681 QTY 2 pies 100 QTY l 0123-61 

; 7 ae ; 5D70 
334 de> : wpe 68-0123-61 1 Q32 

TWeleals 500s 2437-1576 

Electronic Order Entry System 
Electronic order entry Terminal for in-store use. It’s light- 
weight, portable and enables you to order 200 line items 
in less than one minute. Transmits over telephone. Opera- ¢ 
tional 24 hours a day . . . call at your convenience. 

) Turnover and Profitability Reports saga 
Customized series of ongoing Turnover and Profitability 

_ Reports for Your Store. Helpful information compiles from. 

prods movement a items in your store. 

CHECK THE BIG PLUS FEATURES: | REPLY COUPON 

ee LOEWY DRUG CO. 
e Store Identification Labels. 6801 QUAD AVENUE, BALTIMORE, MD. 21237 
e Complete Product Information. YES, I’d like to get more FACTS ABOUT SPACE: 
e Complete OTC and RX Pricing Stickers. 

e Quarterly Label Color Change. NAME 

e Tamper-proof (non-transfer) security. 

e Ink Screening of Coded Information. TITLE 
e Deal Contents Have Price Stickers. 

e Price Stickers for Selected Full Cases. Abit 

e NDC Numbers on All RX Products. ADDRESS 

e Customized Pricing. 

e Two Price System. Cliy STALE. ie 

NOVEMBER, 1979 



2 
=
 

© 
| 

. 
4D
 

P
F
I
E
4
D
 

Y
N
 

O
C
C
Y
 

je
su

ea
iu

n 
s
k
p
 

PE
 

JO
 

Je
}e
Ra
IH
 

eA
l4

 
Sa
A 

ON
 

ON
 

SE
A/

Se
A 

00
'°
z$
 

d
M
V
 

Q
T
 

#
 

S1
94

J0
M 

UO
L|

 

(
p
r
e
o
i
p
a
w
 

se
 

a
w
e
s
)
 

S
2
A
/
S
8
A
 

S
S
7
$
 

4
0
0
 

+
7
 

d
M
V
 

G
2
 

1g
 

99
) 

yo
ud
 

—
 

S
j
u
s
i
p
a
i
B
u
l
 

a
i
o
w
 

Jo
 

¢ 
Yy

IM
 

p
e
p
u
n
o
d
w
o
o
 

S
l
e
$
 

—
 

EL
 

‘t
L 

S
p
u
n
y
 

SO
A/
Sa
A 

S2
27
$ 

— 
Su

ei
d 

p
u
e
j
e
y
 

b
e
e
 

09°z$ 
SI
UC
UI
PI
O 

|e
90
7 

/A
\U
O 

Xx
 

p
u
e
j
u
e
w
 

9vL0-ZZZ 
(L0€) 

LOZLz 
p
u
e
j
e
w
 

‘aiownjeg 
YS 

Pyequo7 
jsan 

0S9 

V
U
d
W
 

o/
9 

Ae
ys
sy
 

ww
] pe

ul
ja
p 

ON
 

JB
SJ
BA
IU
N)
 

Sj
lW

!|
 

pa
ul
ja
p 

ON
 

O0
€Z
L-
2r
e 

(L
0€

) 
O
O
E
L
-
e
r
e
 

—
 

I1
8D
 

Oz
$ 

49
8A

0 
v2
zl
z 

Pu
R|
Al
eE
W 

‘q
io

wn
Nj

eg
 

s
o
u
R
\
s
i
s
s
y
 

U
u
O
H
e
Z
U
O
Y
N
e
-
a
i
d
 

"
y
e
u
 

s
y
j
u
o
W
 

¢
 

4
0
}
0
0
p
 

A
q
 

@
N
U
B
A
Y
 

U
s
9
1
S
e
Q
 

O
P
6
r
 

je
oI
lp
ew
 

s
k
e
p
 

06
 

ET
T)
 

0}
 

dn
 

—
 

s
a
y
 

P
a
s
e
p
s
o
 

jI
 

S
a
,
 

UR
ld

 
4
N
e
a
H
 

a
y
e
a
d
e
s
a
y
s
 

(‘
os
tw
 

9a
s)
 

}I
W!
| 

JE
|J
OP
 

O
N
 

S
S
O
P
 

QO
| 

JO
 

S
h
e
p
 

rE
 

—
 

}0
 

Ja
}e
aI
5H
 

o
+
N
 

SIBIA 
p 

0} 
dn 

—
 
s
a
y
 

vO
ZL
zZ
 

p
u
e
j
|
A
e
w
 

‘
u
o
s
m
o
L
 

pe
oy
 

ed
do

r 
js

e3
 

00
/ 

p
u
e
j
{
u
e
w
 

jo
 

s
s
o
i
d
 

an
ig

 

Ai
dd
ns
 

Ae
p 

00
2-
00
1 

—
 

st
} 

Bn
up
 

Ww
JO

} 
a
o
u
e
U
a
l
U
I
e
E
W
 

wi
e}

o 
9
g
 

Je
ss

aA
lu

n 
40

 
S
d
V
 

(‘
os

iw
 

9a
s)
 

S@
SO
Pp
 

00
2-

00
1 

ut
) 

A
y
u
e
N
b
 

ou
 

— 
3s
1|
 

Bn
up

 
}W

!|
 

Je
||
Op
 

OU
 

s
o
u
B
U
a
j
U
I
e
E
;
:
 

jP
Su

dA
lu

n 
s
k
e
p
 

pe
 

—
 

x
e
w
 

w404 

wilel>) 

se
so
p 

00
1 

40
 

sk
ep
 

pe
 

jo
 

1a
}8

81
6 

—
 

s
u
a
y
i
o
 

sk
ep

 
QO
L 

=
T
G
0
G
 

NL
L 

L
o
 

‘
9
 

‘9
2 

‘S
Z 

‘L
Z 

‘9
 

‘
b
E
 

'L
 

}S
!|

 
a
o
U
B
U
a
j
U
I
e
W
 

40
} 

sk
ep

 
00
} 

OS
1S
-1
z9
 

(y
se
m)
 

L¥
61
-S
66
 

(
0
7
g
)
 

SP
OL
Z 

‘P
W 

‘B
IQ
ui
nj
og
 

(4
s!

 
Je

nu
ew

 
yo
ay
D 

S
,
O
L
O
 

ul
ey
eo
 

Aj
uo
 

%
0
G
 

+ 
S
O
D
 

“S
he
p 

p€
 

aC
e 

cm
l 

48
09
) 

8 
‘pb

 
‘E
 

‘LE
 

‘P
y 

YO
ue
Ig
 

pa
y 

11
06
 

— 
£0

1 
‘6
6 

‘9
8 

‘v
e 

‘s
 

%0
S 

+ 
3S

OD
 

Su
ei
d 

}d
a0
x3
 

su
ei
d 

}d
a0
x3
 

‘B
pi
g 

ax
ee
de
se
yo
 

ay
) 

—
 

s
p
u
n
 

—
 

s
a
,
 

—
 

O
N
 

—
 

O
N
 

O
O
V
 

(
S
d
)
 

a2
1A
sa
g 

U
O
N
d
U
D
S
a
1
g
 

pa
jy

el
oo

ss
y 

62
Lb

-€
2Z

 
(E

02
) 

9S
19
0 

I
N
D
N
O
B
U
U
O
D
 

‘p
so
je
H 

a
n
u
a
a
y
 

u
o
}
H
u
l
w
s
e
y
 

1s
} 

W
u
 

w
i
e
j
s
 

A
o
e
w
i
e
u
d
 

U
O
N
B
I
S
I
U
I
W
P
Y
 

Ja
pj
OY
yA
dl
|O
g 

d
n
o
i
n
 

A
y
e
n
s
e
s
 

p
u
e
 

a
j
q
 

e
u
j
a
y
 

sa
|p
ee
u 

yo
u 

n
q
 

o
+
N
—
 

se
, 

pe
o 

Qi
 

0}
 

49
01

 
— 

sa
ue

, 

aa4 

|Buolssajoig 

p
w
 4e

||
0q
 

»g
 

Ae
q 

Special thanks 
to Frank Blatt 

c 
fo) 

c 

2 

_— 

—_ 

ae EE 0 
2 

(S) 

Ie 

—— oO 

® 

om 

tee 
~ 

(detach these 
pages and post 

for easy reference) 

16 

The 1980 

Third Party 



A
o
e
w
u
e
u
d
 

J
e
q
u
e
w
 

eq
 

\s
ny
w 

Je
qu

in
u 

es
ua
d}
| 

81
0}

S 
B}
B]
S 

ap
nj

ou
l 

Ww
4J

Oj
 

UO
 

a
w
e
U
 

6n
up

 
e
p
n
j
o
u
 

W
O
}
 

UO
 

e
w
e
u
 

B
n
i
p
 

ap
nj
ou
} 

Ja
qu
in
u 

j
u
n
o
s
o
e
 

pi
ed

 
ap

nj
ou

t 
y
s
n
w
 

‘L
°2

.9
 

Su
ei

g 
}
d
a
o
x
a
 

P
9
J
8
A
0
9
 

JO
U 

S
a
|
p
a
a
n
 

‘B
IQ
HI
Np
EP
p 

OO
 

LS
 

—
 

PI
ED
 

S
U
M
 

B 
MO

Il
OA

 
“a
IQ
ho
np
ep
 

go
s 

—
 

PJ
BD

 
S
I
U
M
 

8 
PO
Y 

“O
L$

 
03
 

dn
 

X
 

UO
 

Sa
|p
ee
u 

40} Aed [11M 

Se ey pe ~ 

"WJO} UO 

JeSueAlun “WUO} 

payeulbuo 

ueloisAyud Sdd 

JB
SI

BA
IU

N 

JB
SJ

BA
IU

N 

JB
Ss
aA
IU
l)
 

(
p
a
s
i
n
b
e
s
 

yy
ig
 jO
 

a}
ep
) J

P
S
I
B
A
I
U
N
 

J
O
 

WJ
O}
 

pl
ed

 

UMO 

sayy 

JE
SU

BA
IU

Q 

ao
uR
}s
is
sy
 

[E
OI
Pe
;W
 

Se
SO
P 

O0
L 

—
 

}s
lj
 

ao
ue
u 

-a
ju

le
W 

pa
lj
io
ed
s 

Ke
p 

ve
 

S
a
S
O
P
 

QO
| 

JO
 

S
A
B
P
 

OF
 

JO
 

J
a
}
B
a
I
D
 

S
@
S
O
P
 

OO
] 

10
 

S
A
B
P
 

PE
 

JO
 

J
A
}
e
0
1
5
 

SeSOp OO} 0} dn 

— 

sonoiqnue 

g 
shnup 

a
o
u
e
u
a
j
u
l
e
w
 

y
d
e
o
x
a
 

skep pE 

‘J
S!

] 
U
O
N
d
|
o
x
a
 

B
A
S
,
 

SAePp PE :S19UIO 

"JUIO 

JO 

WRAIO 

“20 

p 

soNoigiue 

sasop 

Op 

‘JS!| 

UONdaoxe 

Bas, 

Ai
dd
ns
 

sk
ep
 

p€
 

— 
b6

'1
6 

sk
ep

 
0
0
l
 

—
 

SL
L 

S
9
S
O
P
 

OO
] 

JO
 

S
h
e
p
 

rE
 

yo
 

40
}e

01
6 

— 
Go

t 
‘p
ol
 

wl
] 

OU
 

— 
Ze
} 

‘L
E 

sk
ep
 

09
 

— 
GG
 

UR
Id

 
SH
UN
 

0
0
 

—
 

js
l|
 

es
ou
eU
 

-
B
]
U
I
B
W
 

O}
 

J
a
j
a
y
 

— 
sk

ep
 

00
1 

— 
VS

 
‘G

E 
‘€

 
SU

RI
d 

S}
IU
N 

QO
} 

40
 

Sh
ep

 
pE
 

—
1
'
9
'
S
 

‘bp
 

‘W
Z 

SU
BI

d 

}W
I|

 
Je
]O
p 

ON
 

Sa
sS
op
 

OO
L 

—
 

jS
I|
 

B
o
U
B
U
B
a
J
U
I
E
;
:
 

sk
ep
 

0€
 

"S
}S
l|
 

eO
QU
BU
aj
UI
EW
 

pa
lj

io
ad

s 
w
o
y
 

S}
!U
N 

0O
0Z
-0
01
 

40
 

sk
ep

 
pE
 

— 
M
A
 

‘4
98
H 

‘S
JO
JO
W:
 

|B
sQ
Ua
yH
 

40
} 

}
d
a
o
x
e
 

s
k
e
p
 

oo
l 

00
'0

Z$
 

S
p
e
e
o
x
e
 

ys
oo

 
jU
ua
lp
as
Bu
l 

4}!
 

p
a
p
e
e
u
 

U
O
N
e
Z
O
Y
N
e
-
a
1
g
 

'S
|[

¥a
1 

pa
yl
oa
ds
 

-3
1d
 

Bu
lp

nj
ou

s 

w
n
w
i
x
e
w
 

Ae
p 

oo
l 

wnwixew jeak | 

s
y
j
u
o
O
W
 

XI
S 

UI
YY
IM
 

an
l4

 

E
 

xy
 

je
u 

-1
61
40
 

uo
 

j!
 

s
e
p
 

OO
} 

UI
Uy
IM
 

O
M
L
 

ae 

PEMOolly 

ENIT@) 

SOA SO
A 

%
0
S
 

+ 
S
O
D
 

— 
Sa

, 

%
0
S
 

+ 
S
O
D
 

SO
, 

SO
, 

X
 

UO
 

jl
 

—
 

So
A 

swB6eisydeip 

Ou 

jnq 

SoA peo JENpIAIpul UO pa}eo!pu| 

G
6
 

Ue
ld

 
}d
a0
xg
 

ON
 

swB6eiydeip 

Ou 
n
q
 

s
y
j
u
o
w
 

¢ 
0} 

dn 
—
 

9 8 
p SUeig 
}
d
a
0
x
y
 

O
N
 

wB
6e

iy
de

ig
 

—
 

on
 

S9
AI
}d
e0
eb
1}
U0
9 

j2
1O

 
—
 

SA
A 

S,OLO 
Ou 

nq 
yu] 

Aep 
OB} 

“SeA 

sa|paau 9 

s
a
B
u
u
d
s
 

‘u
ly
 

-N
jO

S 
$,
j0
Ip
eu
eg
 

‘s
}9

/Q
e}

 
19

} 
9U

0}
90

k 
‘S
}9
/q
e}
 

4O ade} jsa} 

se
Bn

s 
sm

oj
iy

 

— 
99

} 
UP

Id
 

}d
e0

x3
 

ON 

ON 

ON/ON 

—
 

$1
94

}0
 

||
 

ON
/S
®A
 

— @S2 ‘SB ‘GSh ‘LL SLL ‘GOL ‘vOL SUBId 

V2 RC 

sued 

}da0xq SO
A/
SO
A 

SOA/SOA 

os
 

'2
%$
 

B
H
u
l
p
u
n
o
d
w
o
d
 

40
} 

0g
 

'E
$ 

0S
 

'2
%$
 

S
e
s
 

Ol
 

2$
 

—
 

S
i
e
q
u
a
y
-
U
O
N
 

0S
 

2$
 

— 
SI
BY
IO
 

SL
'7

$ 
—
 

SO
l!
JO
sd
 

J
U
B
H
e
d
 

Y
I
M
 

— 
s
i
a
q
u
e
y
 

Se°7$ — cP 

S9
'e

$ 
—
 

22
h 

‘S
B'

7$
 

—
 

BE
E 

S8°7$ — Lek ‘SL2$ — SLE ‘961 

S9
'%

$ 
—
 

O
E
 

‘Z
ES
% 

‘Z
S1
 

‘S
z 

‘O
z 

09
 

e%
$ 

—
 
Z
L
 

‘002 ‘S61 ‘161 ‘S2'7$ — 6 DL 

S
l
e
$
 

—
 

ev
e 

“1
8l

 
‘S

O'
%$

 
—
 

¢5
 

SSe$ — BLE 

‘L
ZE
 

‘O
LE
 

6
0
E
 

‘O
0E
 

‘9
S2

 
‘O
ve
 

6L
2 

E
1
2
 

‘S
OL
 

LE
L 

“P
EL
 

‘S
LL
 

“P
OL
 

OO
} 

‘7
6 

‘1
6 

‘€
80
 

‘1
80

 
S
u
i
d
 

Goes 
/ S

9
2
 

UBWSSald 0S'2$ / 0S'2$ uoJBulyoM 

“SJ@AUQ 

II 

09°2$ 

/ 
09°2$ 

Hulaog 

G2°7$ 
/S2°2$ 

YNeeH 
WNML 

d
V
 

G
2
2
$
/
 

00°%$ 
 —UYOy-pj!yoSyooH “OJPSJ9M 

J
2
O
U
A
Z
 

0S°2$/S27$ 
Asauonoajuog 

9 Auayeg 
0
2
 2$ / Shes 

Addns-sues} 

‘WaPlAdld 
‘SAd 

‘Ulayo!W ‘hwouosby ‘AuayBayy 

08° 2$ / SS°2$ 
Sdn 

OL 
2$/ 

SB 
L$ 

 ssaquadieg 
‘awoy 

Z dnosy 
/ | dnoi9 (

B
u
i
p
u
n
o
d
w
o
o
 

40
} 

84
}X
8 

00
'1

$)
 

0
9
°
2
7
 

SZ
 

2g
 

SS
’ 

2
$
 

40
 

D
 

+
 

1
 

J
O
 

4
E
M
O
}
 

dM
V — 

s1
ay
io
 

D
O
V
 

— Ze} "LOL ‘SUL ‘€8 ‘02 — SUueid 

dMVv 

— 
s19a410 0

O
V
 — ge 
'e ‘Yz@ 

SURld 

O
O
V
 

a0
ud
 

O
V
W
 40
 

DO
V 

80
12

-2
22

 
(€
0z
) 

8
1
S
9
0
 

I
N
D
I
j
O
@
U
U
O
D
 

‘
U
a
p
w
e
H
 

LO
ES
 

X
O
G
 

“O
d 

juawyedeg wie|d WYH/DV7 

Auedwoy 

aoueinsuy 

suajaaesy 

0S6S-622 (z12) 

BLOOL 

“A’N 

‘440A 

MON 

anueay 

414613 

00S 

BIIAIVS Ue|g UONdUIS|Ig 

OSSE-266 
(10€) 

SrOLZ 
p
u
R
j
e
W
 

‘eiquinjod 
sed 

jeluysnpu| 
e6ply 

pue|4eo 
peoy 

yoursg 
pay 

8006 (Idd) *2u) ‘s8nig uoNdudsaig 

€8
11
-9
9+
 

(L
0€
) 

60
z1
z 

p
u
e
|
u
e
W
 

‘a
io
wn
ye
g 

ZZv0l XOG “O'd (4Sd) vORnepuNoy sadiasas jestNa.ewseYyd 00S1-2Sz2 (z09) 9E0S8 euoZuy ‘xiua0oud 

L€
80
z 

XO
G 

O
d
 

(
S
D
d
)
 

w
a
y
s
k
s
 

p
r
e
s
 

j
e
d
i
j
n
a
d
e
w
s
e
Y
g
 

6Z91-L€9-008-L 

0006-S+8 
(102) ZS9Z0 Aesuar MAN ‘sNWeued 

ver 

XOG 

“Od 

suoldwosaid pled 

9
E
0
0
L
 

“A
’N

 
“4
40
A 

M
O
N
 

19
94

1S
 

P
J
E
P
 

I
S
O
M
 

O
L
E
 

UB
|d

 
U
O
N
d
U
O
S
a
I
d
 

pu
ny

 
}1

ja
uU

ag
 

/E
UO

He
EN

 
66
IT
 

SOvS-26Z 
(SL€) 

€0SEL 
“AN 

‘BONN 9S X0Og “Od 

B
I
O
 

WI
e|
D 

Ja
wW
IP
EW
 

ue
pj
od
o1
aW
 

899z-£8E (LOE) 

€0
Z1

z2
 

p
u
e
j
u
e
w
 

‘s
so
wn
je
g 

SE61L XO “O'd 

a
u
a
l
B
A
H
 

|e
}U

aW
: 

¥
 

Y
I
J
P
A
H
 

JO
 

J
u
U
s
W
e
d
a
g
 

a}
eI

S 

u
O
l
}
e
l
y
S
I
U
l
W
p
P
Y
 

U
O
!
}
e
J
a
d
O
 

a
o
u
U
e
}
s
I
S
S
y
 

j
B
O
I
p
a
;
 

pi
es

ip
aw

 



18 

OK WHAT'S BECOME OF THE 
MORTAR AND PESTLE. 

It's where pharmacy is today. 
And tomorrow’s pharmacists are 

learning about it right now. 
Change is constant in the 

pharmaceutical industry. New 
classes of drugs are being devel- 
oped. Computer technology is ex- 
panding horizons from research 
to drug synthesis to final manufac- 
ture. New precision equipment is 
helping to produce consistently 
reliable products. New marketing 
techniques are evolving. And new 
government regulations are being 
proposed which could affect the 
way pharmacy is practiced. 

These changes are taking 
place at a rapid pace—so rapid, in 
fact, that the Pharmaceutical 
Manufacturers Association has 
created a unique educational 

program to help 
keep pharmacy 
school faculty, 

students and prac- 
ticing pharmacists 

aware of current industry 
practices. 

THE PMA PHARMACY 
FACULTY PROGRAM. REACHING 
THE PROFESSION THROUGH 

THE PHARMACY PROFESSOR. 

Now in its fourth year, the 
PMA Pharmacy Faculty Program 
is an invitation to educators to see 
firsthand what's going on in the 
pharmaceutical industry. Parti- 
cipants in the program spend two 
weeks at the facilities of a major 
pharmaceutical firm, taking part in 
a series of daily conferences with 
its scientists and executives. Dur- 
ing this time, they get an overview 
of industry, technology, and ap- 
proaches associated with research 
and development, marketing and 

distribution, production and 
quality control. 

These faculty members can 
then bring back the knowledge 
gained to their students in the 
classroom, and to you, the practic- 
ing pharmacist, in continuing 
education programs. 

The PMA Pharmacy Faculty 
Program. It’s one of the things 
we're doing to help keep the pro- 
fession up to date on industry 
operations. 

For more information write 
to: Pharmaceutical Manufacturers 
Association, 1155 Fifteenth Street, 

N.W., Washington, D.C. 20005, 
Attention: Dr. John S. Ruggiero. 

PVIN 
Contributing to pharmacy 

education. 

PHARMACEUTICAL MANUFACTURERS ASSOCIATION/1155 FIFTEENTH STREET, N.W./WASHINGTON, D.C. 20005 
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Roche has been. 
creating innovative 
programs for years, 

See how many you use. 
(Check the reverse side of this page.) 
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At last count Roche Laboratories 
offered more than 28 pharmacy 
programs...and the list is growing. 
Here is just a sampling: 
Liberal Return Goods Policy — 
Gives any pharmacy credit for outdated or discontinued items whether full or partially used, for unopened items 
currently in the product line, and for items which appear old, deteriorated or otherwise unsalable. 

Product Liability Guarantee — 
Roche guarantees product liability protection when a product liability lawsuit or claim involving a Roche product 
arises under the conditions stipulated, provided the pharmacist has lawfully and properly executed his professional 
responsibilities. 

Convenient Packaging — 
Packaging has been designed to minimize space requirements; major Roche products are available in Prescription 
Paks. 

Disaster Policy — 
In the event of a disaster, Roche will assist a retail pharmacy, wholesale house or hospital pharmacy by restocking all 
Roche merchandise which is no longer salable. 

Roche Reference Service for Pharmacists — 
23 categories on contemporary issues relevant to pharmacists, such as biopharmaceutics, IV additives and therapeutic 
equivalency; available in folder format. 

Postgraduate Pharmacy Education (PGPE) — 
Provides honoraria for guest speakers and sponsors seminars for pharmacists’ continuing education. 

Roche Medical Emergency Line (201-235-2355) — 
24-hour service answers emergency questions you may have about any Roche product. 

Drug Abuse Warm Line — 
Taped discussions with experts on the subject of drug abuse are available by telephone. 

Continuing Medical and Pharmacy Education Programs (NCME)— 
Videotape and film programs plus other materials available for meetings. 

Pharmacist Antibiotic Therapy Test (PATT) — 
A self-assessment learning program on film and videotape. 

Depressive Disorders Therapy Test — 
A television self-assessment program based on simulated case situations: current concepts in the psychotherapeutics 
of depressive disorders are reviewed. 

Retrieve Roche Product Information — 
Computerized library of over 50,000 published papers on Roche products; bibliographies and reprints are available 
through the Roche Representative. 

Speaker Reference Service — 
Supplies, reprints or other pertinent information for preparation of speeches for presentation to professional groups. 

National Pharmaceutical Council (NPC) Summer Internships — 
Selects pharmacy students to work at Roche where they are exposed to the day-to-day operations of a pharmaceutical 
company. This program is designed to broaden the student's awareness of the industry's role in health care. 

For more information write to Roche or contact your 
Roche Representative. 

ROCHE LABORATORIES 

Division of Hoffmann-La Roche Inc 

Nutley, New Jersey 07110 



LETTERS 

Dear Mr. Banta: 

Thank you for your letter of September 7, 1979 regarding 
increased Medical Assistance reimbursement to par- 
ticipating pharmacies. 

lam advised at this time that funds are not available in the 
fiscal year 1981 budget for selected fee increases for indi- 
vidual provider types in the Medical Assistance Program. All 
additional funds that were made available in the fiscal year 
1981 Department of Health and Mental Hygiene budget will 
be needed to meet increased costs in the institutional pro- 

grams. 
I am aware, however, that the Medical Assistance Pro- 

gram is preparing requests and justifications for fee increases 
for the various non-institutional parts of the Program. These 
requests will be considered as part of a total state package of 
needs in light of any funds that may become available. I feel 

certain that increased fees to pharmacy providers will be 

given every equitable consideration. 
Once again, thank you for bringing your concerns to my 

attention. 

Sincerely, 

at aaa 
Harry Hughes 

Governor 

Mr. Paul Frieman, Secretary 

Maryland State Board of Pharmacy 
201 W. Preston Street 
Baltimore, Maryland 21201 

Dear Paul: 

(1) For the record, lama licensed pharmacist, practicing 
in Maryland, and the owner of a Maryland licensed phar- 

macy. 
(2) On September |, 1979, I received notice via a news- 

letter from the Maryland Pharmaceutical Association, stat- 
ing that on August 15, 1979 the Maryland State Board of 
Pharmacy conducted a public hearing to provide the general 
public and pharmacists an opportunity to comment regarding 
new regulations which the Board has suggested concerning 
Pharmacy practice (i.e. security). 

(3) Ido not believe that the principle of ** public notice”’ is 
satisfied when a licensed Maryland pharmacist is informed 
17 days after the fact. If | were not on the mailing list of the 
Maryland Pharmaceutical Association I would still not be 
aware that a State agency has proposed new rules or regula- 
tions that change the lawful practice of pharmacy. I would 
hope that such procedures, which in effect, cause the Board 
to operate in secret would stop. I would suggest that any 
changes to the practice of pharmacy be presented to 
Pharmacists ina variety of forms throughout the State and/or 
direct written notices to all licensed pharmacists requesting 
comments so that a true consensus of views are heard. 

(4) With sparse information at hand, I believe that the 

proposed regulations are an oppressive and unmerited bur- 
den upon those pharmacists who presently operate or will in 
the future practice as sole practitioners in either a small 

NOVEMBER, 1979 

office-like environment under 1200 sq. ft. or small shopping 
center commercial footage. Requiring security barriers in 

such pharmacies is an economic hardship, a physical eye- 

sore, and an unwarranted government intrusion upon the 
personal liberties and freedoms of Pharmacists who practice 

in small independent pharmacies. 
A physician is not prohibited by law from having desig- 

nated personnel in his office when he is not on the premises. 
A dentist or podiatrist is not prohibited by law from having 
their employees answer their office telephone when a 
licensed person is not on the premises. A lawyer is not 
required by law to safeguard his office from his employees. Is 

the Board so near-sighted that they cannot separate the 

health and welfare of the people of Maryland from those 
interests who have continually molded the profession of 

Pharmacy into a regulatory nightmare. 
A Pharmacist should be able to get a haircut, a hot meal, 

go to the dentist, or a funeral — that is leave the pharmacy 
premises with the same freedom that other licensed health 
professionals exercise and have a trusted individual answer 
the telephone and generally function as a secretary fora short 

period of time. 
My specific suggestions to the Board are as follows: 
(1) Pharmacies under 1200 sq. ft. and not located within 

another building should be exempt from barrier regulations. 
(2) A Pharmacist should be able to leave the licensed 

premises and designate an unlicensed individual to function 
as a secretary. A requirement could be made that such an 

individual be registered with the Board as serving the 
licensed Pharmacist in such a capacity. The Board should 
foster the individual practice of Pharmacy and not stifle or 
destroy the essential needs of such a practice by over burden- 
ing government regulations that clearly do not serve the 

public’s needs and greatly harm the future practice of phar- 

macy. 

Sincerely, 

Pn rt Oa xb bles 

M. Neal Jacobs, Registered Pharmacist 

Belair Professional Pharmacy 

7414 Laurel-Bowie Road 

Bowie, Maryland 20715 

Dear Dave: 

After five long and hard years our pharmacy students 

graduate and go into practice. One year later I find many of 

them unhappy, disillusioned, and resentful. Instead of prac- 

ticing the profession in a manner that they expected, they 

are still forced to the dispensing of drugs the same way that 

it was practiced 25 years ago. 

Which brings me to my next complaint. Pharmacy Law. 

Why are we being drowned in pharmacy laws? Maybe it is 

the only way many pharmacists can be forced to practice in 

the proper manner. If the pharmacies do not put on the 

proper labels instructing the public how to use their medica- 

tion, do not maintain patient medication profiles, do not 

take the time to consult with patients when it is necessary, 

ina short time we shall have stupid laws like PPI’s making it 

mandatory to do things instead of using our professional 

judgment. It is time we realize who causes the laws to be 

passed. It is us. 

Sincerely, 

Melvin J. Sollod 
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FALL ST1OCK-UP 
PROMOTION 

October 1,1979-November 30, 1979 

Extra Profit Opportunity On These Popular Brands 

Allbee.ii:C 
The senior member of the Robins vitamin line. 
The all-time best-selling B;CComplex with C brand. 

20% Off-invoice allowance 

5% ree allowance” 

O/ PLUS 
10 % Co-op advertising allowance 

ZBEC 

A leading brand in less than two years. 

8% Off-invoice allowance 

5% are allowance™ 

O/ PLUS 
10 % Co-op advertising allowance 

Extended dating: 
See your A. H. Robins representative for full details. 

AH]OBI NS A. H. Robins Company 
Richmond, Va. 23220 * for qualifying retailers 
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A lot more goes into 
Abbott drug products. 
than simply drugs. | 

Gerry Hietala, Abbott research pharmacist, on flavoring: 

“One ‘yuck’ from any of these panel 
members and it’s back to the drawing 
board. This is the final, most critical 
test for flavoring in our suspensions. 
No matter how much effort goes into 
the flavoring system of a pediatric 
drug, this is the bottom line. Kids 

simply won’t take a bad-tasting 
medicine. 

There are two basic objectives in 
flavoring a suspension; first, naturally, 
you want to mask the drug taste. 
Erythromycin is a prime example. It’s 
bitter. Second, you want to maximize 

flavor stability. Over a period of time 
even insoluable drugs will hydrolyze 
to a limited extent. The flavoring must 
be able to cover the increased 
bitterness to maintain palatability of 
the suspension. 

We’ve developed a product that 
minimizes the amount of free 
erythromycin base that will develop, 
and we carefully control the quality of 
the starting drug. These two factors 
assure long-range stability .. . and 

good taste ... when the product is 
out in the field. 

Quality is built into our product 
through a sophisticated system of 
flavor assessment. We utilize statistical 
preference testing in addition to the 
flavor profile method. These help us to 
arrive at a top quality taste and assure 
that it will be maintained in 
production. The result is a good- 
tasting product with maximum 
stability ... medicine a sick kid is 
going to take for ten days 
without a single ‘yuck’.” 

This is the drug 

The doctor prescribed 

That you dispensed 

That the patient took 

That Gerry flavored. 

We're in this together. 

ABBOTT LABORATORIES 
Pharmaceutical Products Division, North Chicago, Illinois 60064 
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E. E. Ss. BRIEF SUMMARY 
ERYTHROCIN® ETHYL SUCCINATE 
(ERYTHROMYCIN ETHYLSUCCINATE) 

Indications: 
Streptococcus pyogenes (Group A beta 

hemolytic streptococcus)—Upper and 
lower respiratory tract infections, skin, 

and soft tissue infections of mild to mod- 
erate severity, where oral medication is 

preferred. Therapy should be continued 
for 10 days. 

Alpha-hemolytic streptococci (viridans 

group)—Short-term prophylaxis of bac- 
terial endocarditis prior to dental or other 
operative procedures in patients with a 

, history of rheumatic fever or congenital 
heart disease who are hypersensitive to 
penicillin. 

S. aureus—Acute infections of skin and 
soft tissue of mild to moderate severity. 

- Resistant organisms may emerge during 
treatment. 

S. pneumoniae (D. pneumoniae)—Upper 

and lower respiratory tract infections of 
mild to moderate degree. 

M. pneumoniae — For respiratory infec- 
tions due to this organism. 

Hemophilus influenzae: For upper respi- 

ratory tract infections of mild to moderate 
severity when used concomitantly with 
adequate doses of sulfonamides. Not all 
strains of this organism are susceptible at 
the erythromycin concentrations ordinar- 
ily achieved (see appropriate sulfonamide 
labeling for prescribing information). 

Treponema pallidum—As an alternate 

treatment in patients allergic to penicillin. 

C. diphtheriae and C. minutissimum—As 

an adjunct to antitoxin. In the treatment 
of erythrasma. 

Entamoeba histolytica—In the treatment 
of intestinal amebiasis. 

L. monocytogenes—Infections due to this 
organism. 

Establish susceptibility of pathogens to 
erythromycin, particularly when S. aureus 
is isolated. 

Contraindications: 
Known hypersensitivity to erythromycin. 

Warnings: 
Safety for use in pregnancy has not been 
established. 

Precautions: 
Exercise caution in administering to pa- 
tients with impaired hepatic function. 
During prolonged or repeated therapy, 
there is a possibility of overgrowth of non- 
susceptible bacteria or fungi. Surgical 
procedures should be performed when in- 
dicated. 

Adverse Reactions: 
Dose-related abdominal cramping and 
discomfort. Nausea, vomiting, and diar- 
rhea infrequently occur. Mild allergic re- 
actions such as urticaria and other skin 
rashes may occur. Serious allergic reac- 
tions, including anaphylaxis, have 
been reported. 8013236 aeeorr 
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James Krahulec, Manager of Government Af- BMPA President Ralph Quarles (left) accepts the NARD Leader- 
fairs for the Rite Aid Corporation, was the ship Award from the Chairman of the Board, Milton Sappe. 

speaker at the September BMPA meeting. 

Prince George/Montgomery County Pharmaceutical Associa- Pharmacy Times Editor, Irving Rubin, was the 
tion Officers and Trustees are installed at the Annual Banquetby — speaker at the PG/MC Banquet. 
MPHhA President, Ronald Lubman. 

Picture Courtesy 

Paramount Photo 

Service 

Marvin Friedman (far right), Chairman of the MPhA Third Party Many of the Past Presidents of the Ladies Auxiliary of the 

Committee, testified before a Congressional Hearing looking Maryland Pharmaceutical Association stand before the Plaque 

into Medicaid. Others are (left to right) John Tucker, Jr., NARD honoring LAMPA Past Presidents that now hangs in the MPhA 

staff; Senator Walter D. Huddleston (D-Ky.); Joseph H. Schutte, Board Room. 

NARD Executive Committee; and Pharmacist Harvey A. Pratt. 
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R. For Profit 

Lilly Digest Lilly Analysis Service 

An annual summary of A detailed analysis 

financial operations of available to individual 

community pharmacies, pharmacy owners, with 

arranged to allow suggestions for 

comparison with any improvements where 

pharmacy’s figures. indicated. 

® Practical guide ® Individually prepared 

® Standard accounting format = Completely confidential 

= Comparative reference ® No charge 

No wonder nearly five generations of pharmacists have depended on 

Eli Lilly and Company 
Indianapolis, Indiana 46206 

Dista Products Company 
Division of Eli Lilly and Company 

Indianapolis, Indiana 46206 
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urepac 
offers the 

generic line 
for every 

state — 
substitution 

law. 
No other manufacturer of generics can make compliance with the state model — 

Substitution law easier Because Purepac Americas leading manufacturer of a nationai 
brand of generics. offers virtually ail the FDAs listed multi-source generic drugs And 

Purepac gives you a lot more 

* the ease of stocking just one major generic line 

* the assurance of consistent supply 

* competitive prices 

* a ‘quick-alert” system that lets you know of any change in a product's status 

* an extensive liability insurance policy 

So next time you shop generics, shop the generic company Purepac The model line 

for the model state substitution law 

PUREPAC. Competitive prices and peace of mind. 

€) purepac 
THE LEADING NATIONAL BRAND OF GENERICS 



We've Joined Hands to Offer You 
A Complete Buying Program 

For Greater Profit. 
| L 

Et 

97 Years of Reliability — ; 1 Year New & Growing 

F.A. DAVIS & SONS, inc. § DAVIS & CALVERT, wc. 
DISTRIBUTING COMPLETE LINES OF: DISTRIBUTING COMPLETE LINES OF: 

e Cigarettes e Pharmaceuticals for 
e Tobaccos hospitals & pharmacies 

e Candy e Health & Beauty Aids 

e Sundries | e ASTRO Merchandising 
e Health & Beauty Aids » & Advertising Program 

| e Groceries 

1111 S. PACA ST., BALTO., MD. 21230 901 CURTAIN AVE., BALTO., MD. 21218 
PHONE: 685-3900 | PHONE: 467-2780 

Now YOU Can Consolidate Your 

Purchases With These Creative & 
Innovative Companies and SAVE! 

THE MARYLAND PHARMACIST 



Don't let these “bugaboos” 
confuse you. 

You can receive full and fair reimbursement 
on your Medicaid prescriptions. 

@ It's worth re-emphasizing that every 
participating” state will reimburse for 
branded TYLENOL® with Codeine @ 
(acetaminophen plus codeine) tablets—up 
to MAC (Maximum Allowable Cost). 

@ Reimbursement will cover your cost 
(up to MAC) plus your professional fee for 
handling and dispensing (as established by 
each state). 

@ This is true regardless of AWP (Average 
Wholesale Price) listings. 
AWP listings are not the standard by which 

to gauge MAC allowances. 

McNEIL McNeil Laboratories, McNEILAB, Inc., Fort Washington, PA 19034 

NOVEMBER, 1979 

@ To determine compensation, consider 
your actual acquisition cost (AAC)—plus 
your professional fee. 

@ It adds up to this: You can dispense 
TYLENOL with Codeine tablets and receive 
full and fair reimbursement (up to MAC) 
for your Medicaid prescriptions year round. 

@ Although McNeil is not involved in 
reimbursement, we'd be glad to supply 
further information. See your McNeil 
Representative—or write to us. 

“Alaska, Arizona and Wyoming do not participate in a 
federally funded drug reimbursement program. 



Our best 
friends are our 
severest critics 
and our greatest 
assets. 

Meet our1979 Pharmacy Consultant Panel. 

Don W. Arthur, R.Ph 

Community Pharmacist 
Buffalo, New York 

Nelson E. Taylor, R.Ph 

Community Pharmacist 

Nampa, Idaho 

Gary Thudium, R.Ph 
Community Pharmacist 

Vinton, lowa 

ve" a 
i" 1 oe 

Lf?» e botver® 
es ae 2 aan 

Marianne Ivey, R.Ph 
Clinical Pharmacist 

University of Washington Hospitals 

Seattle, Washington 

Donald A. Dee, R.Ph., Exec. Sec., 
Minnesota Pharmaceutical Assoc 

Minneapolis, Minnesota 

Arthur Koorhan, R.Ph., Div. V.P., 

Pharmacy Operations, Cunningham 

Drug Stores, Detroit, Michigan 

Fred M. Eckel, R.Ph., Assoc 

Professor of Hospital Pharmacy 
Chapel Hill, N.C 

sional and other pertinent 

matters are invaluable 

Their advice and coun- 

sel helps us serve you bet- 

ter in the expanding role 
Benjamin F. Cooper, Ph.D., Milton H. Miller, R.Ph of pharmacy. 
Dean, School of Pharmacy President, Petty Drug Company, Inc 

Auburn University, Auburn, Ala Little Rock, Arkansas 

No diplomatic double talk. 

We need the advice of 

pharmacists in order to do 

a better job for pharmacists 

The bad news and the good. 
That's what the ten mem- 

David Zilz, R.Ph., Dir 

Pharmacy and Central Service, bers of our 1979 Pharmacy 
University of Wisconsin Hospitals Consultant Panel provide. 

Madison, Wisconsin Their views on profes- ©1979 The Upjohn Company 
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Classified Ads 

Classified ads are a complimentary 
service for members. 

a a I ee eR et tne, 

Available from the MPhA Office 
tl at 

— Notification for the patient under the Drug Product Selec- 
tion Law. 

— Heart Shaped Stickers — no charge 

— ‘‘C” Stamps 

— Information on the Blue Cross/Blue Shield Major Medical 
Health Insurance Program 

— The Association’s Employment Clearinghouse, helping 
pharmacists and employers find one another. 

— Information.on the Aruba Trip, January 12-20, 1980 

—I.C. collection help 

— Pharmaceutical Protector Plan — Comprehensive Insur- 
ance for your pharmacy 

— Information on the NEW USP/NF on sale from MPhA. 

For these and many other services, contact Sharon at the 
MPhA Office, (301) 727-0746. 

ee ns eee go Be 

WANTED 

The Maryland Pharmacist accepts articles on topics of interest 
to its members. Submit double spaced, typewritten articles to 
the Association office for consideration. 

ee ee ee 

NOTICE 

The Industry Relations Committee of the MPhA runs a “Day in 
the Pharmacy” project for manufacturer's representatives. New 
or veteran representatives are welcome to participate in this 
Structured learning and appreciation experience. Contact As- 
sociation office for details. 

SITUATION WANTED 

PHARMACIST. B.S. or Pharm.D., preferably with hospital 
experience and familiarity with medical records, for full or part 
time position on research project. For information and to apply, 
call D. A. Knapp, UMAB School of Pharmacy. 528-7613 

PHARMACIST — Seeks full time employment in any part of 
Maryland. Experienced in hospital, retail and clinical pharmacy, 
would prefer hospital or prescription oriented pharmacy, but 
would also consider chain stores. Call Amanullah (301) 933- 
2780. 

NOVEMBER, 1979 

— WANTED — 

Registered Pharmacists 
Due to recent expansion the Rite Aid Corporation has full-time 
positions available in the general Baltimore-Annapolis area. 

We offer — 

Competitive Salaries 
Co. Paid Blue Cross-Blue Shield 
Major Medical 
Life Insurance 

Individual Retirement Acct. 
Paid Vacations 

Paid Holidays 
Disability Ins. 

Advancement into Management 
Level Positions 

For information please contact Jim Kirkwood R.Ph. Director of 
Professional Placement at 301-825-8355 (out of town call col- 
lect) or send resume to: 

Jim Kirkwood 
3110 Quail Hill Dr. 
Midlothian, Va. 23113 
804-744-2924 
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President's Message 

Reprinted from the November, 1979 issue 
“The New Jersey Journal of Pharmacy” 

Is there an escape from the op- 
pression of third-party prescription 
programs designed by others and 
forced upon the pharmacist? By 
what right do others, knowing little 
or nothing about pharmacy, caring 
iittle or nothing about pharmacy, 
nave the right to design programs 
utilizing many experienced, yet so- 
called unmindful administrators, for 

the express purpose of squezzing 
the pharmacists’ economic life blood 
from him? 
Many administrators are like the 

three little monkeys which see no 
evil, hear no evil and speak no evil. 
The only thing they seem to be able 
to do is find a customer, preferably 

a big one, and then without concern 
for the pharmacist and even for the 
consumer they serve, administer lit- 
tle pieces of paper, make themselves 
a great deal of money in some in- 
stances, and leave the pharmacist 

and the patient at odds where 
formerly an excellent relationship 

existed. 
The mindlessness of this system 

is compounded by the recent infor- 
mation that the administrative costs 
to the pharmacist for filing one 
claim ranges from a low of 19° toa 
high of almost $2.00 with a mean in 
the 65‘ range. Add to this extra cost 
on our part, the administrative fee 
paid to the third-party ad- 
ministrator, which is generally ad- 
mitted to be in the 30‘ to 50° range. 
The administrative costs therefore 
exceed $1.00 on both sides, which 
does not include the administrative 

costs of the ultimate buyer, that cer- 

tainly must be another 5° or 10° per 

prescription for a grand ad- 
ministrative burden on the health 

care system of about $1.25 per 
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Guest Editorial 

by 
Alvin N. Geser 
Executive Director 

New Jersey Pharmaceutical Association 

prescription. With the average 
prescription price amounting to 
about $7.00, this is an ad- 
ministrative cost of almost 20%. 
Two decades ago experiments on 

prescription insurance in Canada led 
actuarials at that time to indicate 
that prescription insurance was not 
economically self-sustaining. The ad- 
ministrative costs would be too 
great, the risk was too small to be 
directly insurance and the public 
need for such a program would prob- 
ably not justify it. However, these 
early experiments did not compre- 
hend the enormous pressure this 
additional fringe benefit would create 
which is really prescription prepay 
ment, and every often a fringe 
benefit of employment. Neither did 
they contemplate the huge govern- 
ment subsidy programs which 
would provide a viable administra- 
tive base making possible all 
the smaller programs. 

Pharmacists are trapped in the 

web and desperately need a way out. 

The first thing administrators do to 

keep the web closed is to refuse to 

supply full information to the phar- 

macist. It took us years to achieve 

even the partial success that the 

reconciliations coming back to the 

fee paid in each case. We have yet 

to achieve success in many in- 

stances for some method of signal- 

ing the pharmacist when a billing 

was grossly understated — the 

federal government being the chief 

culprit in this case. 
Let’s fight back! 

First, pharmacists should be 

aware that they have a right to 

refuse any prescription plan in any 

program which they have accepted 

if the fee for that particular program 

is substandard. Too many phar- 
macists accept any prescription and 
any plan merely because they have 

_ signed up with the individual ad- 
ministrator. That is not necessary in 
most cases where the fee varies 
from plan to plan within one ad- 
ministrators program. 

While the antitrust laws remain 
constant and pharmacists cannot 

get together to freeze out any par- 

ticular plan, pharmacists must make 
critical independent judgments and 
refuse plans which pay them less 
than their cost of doing business. 
We are rapidly arriving at the point 
where competition in this area will 
destroy itself by accepting substan- 
dard plans, so that the resolute, not 
the compliant, will survive. In those 

cases where the fees or other re- 
quirements of the program are 
marginal, pharmacists must speak 
up to program administrators and 
to buyers. Pharmacists must tell 
their patients that the plan is inade- 
quate. Pharmacists must demand 
the right to realize a surcharge over 
the allowed fee when the allowed fee 
does not pay for the cost of doing 
busines, similar to the Blue Shield 
system which permits physicians to 
do the exact same thing. 

The antitrust laws do not prohibit 
the exchange of information among 
pharmacists. They do prohibit 
agreements which restrain trade. If 
survival means anything, it means 
that the pharmacist should ex- 
change information at every con- 
ceivable opportunity and then make 
independent hard decisions which, 
force buyers and administrators to 
cope with the realities of our needs, 
as well as with their own. 

Have a Happy and Safe 
Holiday Season 

| 7, be dba 
RONALD LUBMAN 
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Pharmacist-patron communications is a popular topic in 
pharmacy today, but it’s widely misunderstood and more 
pharmacists agree with it in principle than in practice. Yet 
it’s one of the greatest opportunities pharmacists have for 
increasing patronage and improving their professional 
standing. 

Price still appeals to many patrons. But several large 
pharmacy chains are now saying that price has been pushed 
as far as it can go, and personal service is the new direction 
for building patronage. Maybe it’s because personal atten- 
tion and service have become a rarity in the commercial 
world. How often do you find this when you're out shop- 
ping for clothes, hardware, or other things? 

Pharmacies can market personal service in many ways 
to enhance their professional image and patronage. One of 
the most effective means is through patient consultation — 
not the 30-minute intensive interview that this term usually 
conjures up in pharmacists’ minds but the general accessi- 
bility of the pharmacist to answer questions and assure 
proper understanding about medication. Not every pre- 
scription, every filling, or even every patient requires a 
detailed explanation or a lengthy talk with the pharmacist. 
Many a pharmacist uses ancillary prescription labels for 
added instructions and calls patients’ attention to these. But 
he or she is there, visible, and personally available, if 
needed. 

The time is certainly right for promoting the pharma- 
cist’s professional services. Today’s patrons are likely to 
feel familiar with certain diseases and some of the newer 
therapeutic agents. They probably view drug abuse with 
alarm, may be unclear about the distinctions between illicit 
and legal drugs subject to abuse or misuse, and generally 
have heard about potential interactions between alcohol 
and drugs. They often read about surveys suggesting that 
some pharmacies charge more than others, hear claims that 
manufacturers and pharmacies make excessive profits, and 
are told that they can save money by asking for generic 
drugs. But, like the old adage, a little knowledge can be a 
dangerous thing. They may form misconceptions about 
things with which they fee/ familiar but actually do not fully 
understand. When reasons and explanations are not pro- 
vided, they may invent them. Above all, they don’t like 
being sick and don’t enjoy having to pay to get well! Con- 
sider what could happen in the following situations and how 
you could help — in both the patient’s and your own best 
Interests. 
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Promoting Your 

Full Course of Treatment 

Once symptoms subside and patients begin to feel bet- 
ter, they may take fewer doses of their medication or even 
stop it altogether. They may believe that the drug has pretty 
well done its job, and they may wish to save some of the 
medicine in case the condition recurs. Antibiotic therapy is 
a good example, since its use can produce a dramatic 
response and, in a few days, make the patient think he or 
she has completely recovered. But in oral penicillin therapy 
for strep throat, for example, stopping the drug too soon 
may have disastrous consequences. From a business view- 
point, of course, when doses are saved for a future illness, it 
could mean the absence of a new prescription the next time 
that patron is ill. From a professional standpoint, it could 
mean self-medication with an unsuitable drug or one that 
has lost potency but encourages a false sense of security. 
An added word or two to insure that dosage instructions are 
understood and followed, particularly when a new prescrip- 
tion is dispensed, seems therefore to be good business — as 
well as professional — practice. 

Failure to Have Prescription Filled 

The effect of this, from a business viewpoint, seems 
almost too obvious to mention. Reasons for not having a 
prescription filled may run all the way from “‘It’s too expen- 
sive’ or “‘I don’t have enough money” to “I'll get by 
without it”’ or ‘‘It really can’t be that important.”’ Still, if no 
opportunity is afforded for talking with a pharmacist, the 
patron may simply rely on his or her own conclusions and 
decide not to have a prescription filled. In a recent study, 
The General Mills American Family Report 1978-79, pre- 
pared by Yankelovich, Skelly, and White, Inc., 10 percent 
of those surveyed admitted postponing having prescrip- 
tions filled ‘to see if they really need them.”’ 

Treatment of a Chronic Condition 
This situation may seem like a replay of the first one. 

The difference is that it involves the matter of a patron’s 
continuing to take doses at the proper frequency over a 
period of time and perhaps refilling a prescription over a 
period of months or even years. Since symptoms may never 
have been apparent to the patient or may have been forgot- 
ten after the disease was brought under control, the patient 
may be inclined to test the possibility of ‘stretching’ doses 
or perhaps even doing without the medication. This may go 
undetected unless the pharmacist has some sort of system 

THE MARYLAND PHARMACIST 



Professional 

for monitoring refills of chronic medication. Therefore, it 

seems in the best interests of both the patient and the 

pharmacy to explain the importance of refilling the pre- 

scription and taking the medicine properly and to keep in 

touch with the patient to make certain that this is being 

done. 

Price Shopping 

Once patients have accepted the fact that they must 

remain on maintenance medication, they may begin to feela 

certain self-confidence that can alter their attitude about the 

drug they are taking. No longer present are the uncertain- 

ties they probably felt when the prescription was first filled 
— anxiety about their condition, apprehension about the 

prognosis, and little understanding at that point about the 

method and objective of therapy. Now their uncertainty, if 

they have any, is probably related to whether they can save 

any money on their medicine. The pharmacist may not 

realize what is happening and may lose a patron simply 

because of a small difference in price. Since the patron’s 

confidence in his or her medication and interest in price 

shopping are at least partly the result of an inadequate 

understanding about the prescription, it behooves the 

pharmacist to explain such things as the importance of 

continuing to use the same brand of medication. This also 

provides an ideal opportunity to elicit any questions or 

concerns about price and to describe the pharmacy’s ser- 

vices. The outcome could prove beneficial to both the 

patient and the pharmacy. 

Information about Side Effects 

This probably is the most controversial, since it may be 

claimed that, when a possible side effect is mentioned, a 

patient will expect and, therefore, “‘experience”’ it. Yet, if 

the patient does actually suffer a side effect without having 

been told that it may occur, the pharmacist may be the last 

person he or she calls to complain. Not only might the 

patient develop an unfavorable impression about the phar- 

macy and possibly be unwilling to continue the medication; 

a potential liability could result if the patient drove and had 

an accident, for example, while taking a drug that produced 

drowsiness. Here, again, it seems in the best interests of 

both the patient and the pharmacy to take the time to 

explain possible side effects. 

Your state association is taking steps to help promote 

your professional services. It is contacting radio and TV 
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ervices 

by William F. Pillow, dr. 
Manager, Professional Relations 

Eli Lilly and Company 

stations throughout the state to urge them to broadcast a 

new series of public service messages made available by Eli 

Lilly and Company, designed to tell the public how you can 

help them better understand and utilize medicines. The 

credibility of this program will, of course, depend on what 

happens when the listener or viewer enters your pharmacy. 

You can reinforce these messages and enhance your phar- 

macy’s image by being accessible and communicating with 

your patrons. What better way can the pharmacist promote 

his or her professional services? 
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Pictures courtesy of Paramount 
Photo Service 

“Pour and Count’ as four relay teams competed in the 
Second Annual Rho Chi Pharmacy Olympics competi- 
tion. Different campus and fraternal organizations com- 
peted in the mock olympics for fun and prizes at the 

Student Union. 

Part of the 350 person overflow crowd that attended the 
C.E. seminar on “Inflammation: The Discriminate Use of 
Steroids.”’ The Seminar was supported by Schering and 
sponsored by the School of Pharmacy, MSHP and 
MPhA through the newly created Continuing Education 

Coordinating Council. 

It’s not what you think (or maybe it is). The fourth year 
Pharmacy Class held a Halloween party in the basement 

of the Kelly Building. 

cin 
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Glenn Miles, SAPhA Chapter President, was also elected 
as a Delegate at Large at the recent SAPhA Regional 

meeting. 



The New Maryland Drug Product Selection Act 
Presented by 

Dayle Berke, Attorney 
Bureau of Consumer Protection 

Federal Trade Commission 

Before the 
1979 Fall Regional Meeting 

I am sure you know that much of the work we do at the 

Federal Trade Commission ultimately affects you, your pro- 

fession, and your pocketbook. In recent years the Commis- 

sion has had many projects and cases which could affect you 

directly or indirectly in your roles as pharmacists and as 

retailers. 

It is not surprising that the FTC’s entry into the health 

care scene has been greeted by some with all the enthusiasm 

one would expect for a second coming of the bubonic plague. 

After all, it is not as if health care is suffering from a lack of 

government regulation or attention. 

I also realize that there are no words in the English 

language more suspect that “‘I’m from the federal govern- 

ment and I’m here to help you.’’ Nonetheless, there is a 

natural affinity between the FTC and those health care pro- 

fessionals who see the role competition may play as an 

alternative or complement to regulation. 

Before I begin discussing the new Maryland law, I’d like 

to give you some background on the Federal Trade Commis- 

sion’s involvement in the area of drug product selection. Let 

me first say that all of you, I suspect, know a great deal about 

drug product selection. I apologize in advance if I belabor 

any points you consider obvious or old hat. 

On January 9, the Federal Trade Commission released a 

Staff Report on Drug Product Selection, which included a 

jointly endorsed FTC-HEW Model Drug Product Selection 

Act. The Staff Report presents the findings of our two-year 

investigation of drug product selection. During the course of 

our investigation, we collected and analyzed numerous arti- 

cles, dissertations and surveys. We solicited comments and 

supporting documentation from representatives of brand- 

name and generic manufacturers, consumers, pharmacists 

and physicians, and worked closely with officials in FDA and 
HEW. We hired consultants to estimate the economic im- 
pact of drug product selection. Because 46 states and the 
District of Columbia now have Drug Product Selection laws, 
most of the focus of our investigation involved an analysis of 
their different provisions. We had IMS America, an inde- 
pendent market research firm, study seven states with differ- 
ent product selection laws (Arkansas, California, Delaware, 
Minnesota, Oregon, Pennsylvania, and Wisconsin) to help 
determine the provisions of state laws that most effectively 
encourage pharmacists to select low-cost generics. 
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As a result of this investigation, we developed, with the 

advice and support of the Food and Drug Administration, the 

model drug product selection law, which is intended to serve 

as a guide for state legislatures that are either considering 

enacting new drug product selection legislation or amending 

existing laws. 

Our basic view is that antisubstitution laws restrict price 

competition in the multisource prescription drug market and 

thus impose unnecessary costs on consumers. They do so by 

preventing pharmacists from selecting the most cost- 

effective drug products for their patients. Most physicians 

readily admit that they have little or no knowledge of the 

prices of the drugs they prescribe. And they are more likely 

to underestimate than to overestimate those prices. 

Consumers could save considerably if pharmacists were 

not unnecessarily restricted in their ability to substitute 

lower-cost generic equivalents for expensive brand-name 

drug products. The FTC’s Bureau of Economics has esti- 

mated that wider dispensing of generic drugs could save 

American consumers as much as $400 million annually. This 

potential savings amounts to over $5,843,000 a year in Mary- 

land alone. 

Studies similarly document the savings that actually re- 

sult when drug product selection takes place. Pharmacists in 

the seven states we surveyed estimated a 20% savings to 

their patients on substituted prescriptions. Studies in Michi- 

gan, Wisconsin, and Delaware have shown similar savings. 

This year, a prescription audit by researchers at the Univer- 

sity of Florida reported a 32% savings in the retail price 

(nearly $2 per prescription) on substituted prescriptions in 

Florida — a consumer savings of $425,000 in a 4-month 
period. 

Yet, existing drug product selection laws very greatly in 

their effect. For example, a Wayne State University study 

showed an 18-20% rate of product selection in Wisconsin as 

compared toa 1.5% rate in the neighboring state of Michigan. 

A number of states are actively working to make their pro- 

duct selection laws more effective. In view of this activity at 

the state level, the Commission chose not to promulgate a 

federal trade regulation rule, but rather, to assist states in 

their efforts by providing relevant information and by rec- 

ommending adoption of the Model Drug Product Selection 
Act. 
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Dayle Berke 

Our attempt in designing the Model Act was to make it as 

simple and as self-enforcing as possible, to recognize the 

physician’s control of patient therapy, and to minimize any 

regulatory intrusion into the pharmacist’s management pre- 

rogatives. 

There are five major elements in our model law. First, the 

model law permits, but does not require, the pharmacist to 

select a lower-cost equivalent drug product. Second, the 

model law limits the pharmacist’s selection to products listed 

on a formulary of all products determined by the Food and 

Drug Administration to be therapeutically equivalent. Third, 

the model law retains the physician’s absolute authority to 

insist on the use of a particular brand-name drug product for 

some medical purposes. It ensures that the physician who 

wants a prescription for a brand-name product is doing so 

deliberately by requiring simply that the physician handwrite 

‘‘medically necessary”’ or similar words on the prescription. 

Fourth, the model law requires that the product selected be 

lower in cost than the brand prescribed, but does not require 

that the pharmacist pass on all cost savings to the consumer. 

Fifth, the model law requires that consumers be told when 

the pharmacist selects a lower-cost equivalent drug product 

and be given the opportunity to instead request the brand- 

name product prescribed. 

We are particularly excited about the new amendments 

to the Maryland drug product selection law, since Maryland 

is now the first state to have essentially adopted the provi- 

sions of the model law. 

Perhaps the most critical change in the Maryland law, 

and certainly the one with the greatest economic impact on 

pharmacists and consumers as well, is the cost-savings pro- 

vision. The Maryland law no longer requires the pharmacist 

to pass on the entire cost savings to consumers. The product 

selected need only be lower in price than the brand product 

prescribed. 

Many states, like Maryland, initially, have tried to 

achieve the maximum savings possible by requiring pharma- 

cists to pass on to consumers all wholesale cost savings. This 

appears on its face to be pro-consumer, but in practice is 

These remarks represent the views of a member of the Federal Trade 

Commission staff. They are not intended to be, and should not be con- 

strued as, representative of an official Commission policy. 
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contrary to consumers’ best interests. This provision means 

the pharmacist cannot profit by so much as a penny for costs 

that may be incurred in using his or her professional skills to 

search for, stock, and dispense lower-cost generics. Rather 

than encourage competition, mandatory pass-ons may pro- 

vide an economic disincentive for pharmacist source selec- 

tion. Our survey confirms that a substantial number of 

pharmacists, particularly pharmacy owners and managers, 

state that such provisions often deter them from selecting 

lower-cost generics. Mandatory pass-ons of all cost savings 

may be unworkable as well as unnecessary. It is difficult to 

specify the savings that must be passed on because pharma- 

cists’ pricing systems vary and because an actual event (the 

sale of the dispensed product) must be compared with a 

hypothetical event (the sale of the brand prescribed but not 

dispensed). To enforce and monitor pass-on provisions 

would require ascertaining the wholesale costs and retail 

prices of the prescribed and dispensed products at the time a 

particular selection occurred. This determination would cer- 

tainly be costly and might be impossible. 

Under the new Maryland law, as with the model law, a 

pharmacist no longer has to spend time attempting to calcu- 

late the difference in price between the brand prescribed and 

the drug product actually dispensed. Nor must the pharma- 

cist pass on the entire cost savings to the consumer. This new 

scheme inures to the benefit of pharmacist and consumer 

alike. The pharmacist can be compensated for any additional 

costs incurred in selecting the drug product. With greater 

economic incentives to engage in drug product selection, 

pharmacists are more likely to choose to select lower-priced 

equivalent drug products for consumers, and a higher rate of 

drug product selection means more savings for Maryland 

consumers. 

With the price information now available through adver- 

tising, the marketplace should work to ensure that pharma- 

cists pass on to consumers a large portion of the cost savings. 

Indeed, a recent University of Florida study indicates that, 

although Florida does not require pharmacists to pass on all 

wholesale cost savings, approximately 90% of that savings is 

passed on to the consumer. 

The new Maryland law also provides for a change in the 

formulary system to be used by pharmacists. The Maryland 

law now provides that a formulary based on the FDA’ list of 

therapeutically equivalent drug products or other additional 

therapeutic equivalents listed by the Department of Health 

and Mental Hygiene be used by pharmacists engaging in drug 

product selection. 

I realize that there is some confusion about the Maryland 

formulary at this time. Once the FDA finalizes its drug list, 

this problem should be alleviated. 

The FTC recommended the use of a positive formulary 

based on the FDA drug list for several reasons. Studies 

indicate that higher rates of drug product selection are as- 

sociated with states that establish drug formularies. And the 

study conducted for the FTC showed that four times as many 

pharmacists preferred a positive formulary as preferred a 

negative formulary. 

The opinions of physicians and other professionals, and 

objective measurement indicate that pharmacists are quali- 

fied to select drug sources competently and efficiently. They 
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have, of course, been selecting drug sources for 
generically-written prescriptions for years. However, since a 
relatively small but significant percentage of chemically 
equivalent drug products may not be therapeutically equiva- 
lent, the FTC, in drafting the model act, chose to supplement 
pharmacists decision-making by recommending the use of a 
positive formulary based on the FDA list of therapeutic 
equivalents. I should note that 80% of the generic-name pro- 
ducts designated by FDA as therapeutic equivalents are 
made by the same PMA companies who make most of the 
brand-name products. 

The third change in the Maryland law concerns the 
pharmacist’s professional liability for engaging in drug pro- 
duct selection. Under the law, the pharmacist who selects a 
drug product incurs no greater liability than he or she would 
have incurred in dispensing the brand-name product pre- 
scribed. Thus, the standard of liability remains the same for 
drug product selection as it is for brand-name dispensing. For 
example, the pharmacist is responsible for recognizing visi- 
ble defects in drug products. This same standard applies 
whether he or she is dispensing the brand name drug pre- 
scribed, filling a generically-written prescription, or engaging 
in drug product selection. 

Various studies show that pharmacists are concerned 
about the liability risks of product selection and that many 
are therefore deterred from selecting drug sources as often as 
they would otherwise. Yet our own computer-assisted 
search of reported cases and the responses of every brand- 
name manufacturer, trade association, and pharmacy insurer 
we contacted failed to identify any instance in which a 
pharmacist has been held liable for legally substituting a 
lower-cost generic or for selecting the source used to fill a 
generically-written prescription. Although pharmacists may 
be exercising their professional judgment more often in 
selecting the drug source, the nature of their activity remains 
the same as that involved in filling generically-written pre- 
scriptions — an activity pharmacists have engaged in for 
years without incident. Therefore, we believe that state- 
ments concerning liability have been greatly exaggerated. 

The addition of the liability provisions to the Maryland 
law should serve to reassure pharmacists concerned about 
the legal ramifications of drug product selection that they will 
not be held to an excessive standard of liability. 

Even the best product selection law will take time to 
become fully effective, as consumers and health profession- 
als are informed of the benefits of generic drug products. The 
Maryland law provides that the Maryland Department of 
Health and Mental Hygiene assess the need for public educa- 
tion on drug product selection and provide for that education 
if appropriate. Pharmacists can play a key role in educating 
consumers about the advantages of drug product selection. 
Half the pharmacists we surveyed said that drug product 
selection had a positive effect on their relationship with 
customers. Only 3.5% said it had a negative effect. Our study 
also indicates that pharmacists engaging in drug product 
Selection are spending more time with their patients. This 
increased communication affords the pharmacist the oppor- 
tunity to help educate the consumer about cost-saving 
generic equivalents. 

The Maryland drug product selection law presents an 
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exciting opportunity for pharmacists — greater financial re- 
turns, a rise in professional status, and increased responsi- 
bility in the patient’s drug therapy regime. With the new 
changes in the Maryland law — the elimination of the total 
cost-savings pass-on, the use of the FDA drug list, and the 
pharmacist liability provision — some of the former barriers 
to drug product selection have been eliminated. We hope 
that with this new act, Maryland will see a greater instance of 
drug product selection and more total Savings On consumers’ 
drug bills in the coming year. 

Thank you again for giving me the Opportunity to speak to 
you this evening. 

The 
New Drug Product Selection Act 

Effective July 1, 1979 

Article 43 — Health 
Section 273A 

(1) In filling a prescription for a brand name pro- 
duct, a pharmacist may dispense a different, lower cost, 
drug product of the same dosage form and strength if the 
different drug product is generically equivalent. 

(2) The pharmacist may not select an equivalent 
drug product unless its price to the purchaser is less than 
the price of the prescribed drug product. 

(3) Any pharmacist who selects an equivalent drug 
Pursuant to this section incurs no greater liability in filling 
the prescription by dispensing the equivalent drug pro- 
duct than would be incurred in filling the prescription by 
dispensing the brand name drug prescribed. 

The Department of Health and Mental Hygiene 
Shall establish and maintain a drug formulary of equiva- 
lent drug products. The formulary: 

(i) Shall list all drug products that the Commis- 
sioner of Food and Drug, United States Food and Drug 
Administration, has approved as safe and effective, and 
has determined to be therapeutically equivalent: 

(ii) shall list all drug products that were not subject 
to premarketing approval for safety and effectiveness 
under the Federal Food, Drug and Cosmetic Act, are 
manufactured by firms meeting the requirements of that 
Act, are subject to Pharmacopoeial standards adequate 
to assure product quality, and have been determined by 
the Commissioner of Food and Drugs to meet any other 
requirements necessary to assure therapeutic equiva- 
lence; and 

(iii) May list additional drug products that are de- 
termined by the Department to meet requirements ade- 
quate to assure product quality and therapeutic equiva- 
lence; and 

(2) Provide for revision of the formularies as necessary 
but not less than every 6 months; and 

(3) Provide for distribution of the formularies and revi- 
sions to all pharmacies and prescribers licensed in this 
State and to other appropriate individuals. 

Department of Health and Mental Hygiene shall: 
(1) Assess the need for public education regarding 

the provisions of this section; 
(2) Provide for that education if appropriate; and 
(3) Monitor the effects of this section periodically. 
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LETTERS 

The October 1979 edition of the Maryland Pharmaceu- 
tical Association Newsletter carried a revision to the previ- 
ous D.P.S. Law which now no longer requires a physician to 
indicate ‘dispense as written’’ in his or own handwriting. A 
pre-printed statement expressing no substitution requires 
pharmacists to dispense the brand name of the drug. 

It is quite evident to me that this present law was written 
for the sole purpose of protecting and pleasing the prescrib- 
ing physician, and most assuredly did not have the interest of 
the pharmacist in mind. 

It is additionally evident that little or no homework was 
done prior to the writing and subsequent passing of the 
current D.P.S. Law. There are entirely too many questions 
concerning this law which remain unanswered. For example: 
1) How are pharmacists to interpret a prescription which is 

pre-printed with ‘‘Do Not Substitute’ and beneath this 
statement appears ‘‘Substitution Permissible’? when 
neither statement is checked, circled, or initialled? 

2) How are pharmacists to interpret a prescription which is 
pre-printed with ‘‘Do Not Substitute”’ preceded by a box 
to check, which is not checked? 

3) How are pharmacists in the State of Maryland to interpret 
out-of-state prescriptions from physicians utilizing the 
double signature line, when, to the best of my knowledge, 
this is not recognized as a legal means of preventing 
substitution in this state? 

4) How are pharmacists to interpret a prescription which is 
provided to physicians by drug manufacturers, imprinted 
with ‘‘Do Not Substitute’’, and which specifies a particu- 
lar brand name of that company? Why is this practice 
permitted when pharmacists are not allowed to provide 
physicians with prescription blanks bearing their store’s 
advertisement? I fail to recognize the difference. 

5) How are pharmacists to interpret a prescription which is 
imprinted with ‘“‘Do Not Substitute’? when the customer 
requests a generic equivalent? 

6) How many physicians do you think really care about 
substitution, when in fact, some of the busiest prescribers 
in our area write practically every prescription generi- 
cally, but the prescription blank is imprinted with ‘‘Do 
Not Substitute’? How do you not substitute Ampicillin, 
Tetracycline, Prednisone. Meprobamate, Erythromycin, 
or Penicillin- VK? 

In discussing this problem with other pharmacists, I have 
been provided with what I believe to be the most logical and 
sensible approach and solution. Any statement written on a 
prescription blank pertaining to substitution must be a con- 
scious act on the part of the prescribing physician. ‘‘Con- 
scious act”’ is certainly the key phrase here, and I feel it 
imperative that the newly revised D.P.S. Law be changed in 
such a manner as to require a hand-written Statement by the 
physician, requesting that a generic drug not be dispensed. 

I do not know about the rest of the pharmacists in Mary- 
land, but I simply do not have time to telephone every 

l4 

physician who uses a pre-printed ‘‘Do Not Substitute” 
prescription blank. Additionally it is quite common for 
customers to present these prescriptions at a time when the 
physician cannot be contacted. In this case I have one of 
two alternatives, neither of which appears to be good 
business practice. 

blank. Additionally it is quite common for customers to 
present these prescriptions at a time when the physician 
cannot be contacted. In this case I have one of two alterna- 
tives, neither of which appears to be good business practice. 
1) I can inform the customer that I do not have the drug. He 

or she will most likely have it filled elsewhere. 
2) I can suggest ordering the drug which will take an extra 

day or two. Being in Hagerstown, if there were to occur 
on a Friday evening, I would not be receiving another 
drug order until the following Tuesday. 
In either of the above two situations I have undoubtedly 

lost both the prescription and the customer to another store. 
To cite just one example of what the current D.P.S. law 

is forcing Maryland pharmacists to do, let us consider inven- 
tory. In order to fully comply with the law as it is written, I 
must stock Sumycin, Achromycin-V, Panmycin, Robitet, 
Cyclopar, and Tetracyn. Even if one of these brands of 
Tetracycline is used for all generic prescriptions, there still 
remain at least five additional brands which I must stock. 
Multiply this by perhaps 10 or 20 other drugs which fall into 
the same category, and I am faced with an intolerable situa- 
tion, not to mention the cost involved in maintaining such an 
unnecessary inventory. 

To illustrate how much of an ‘unconscious act” it is on 
the part of physicians using pre-printed ‘‘No Substitution”’ 
blanks, permit me to cite one more example. I had a particu- 
lar reason to telephone a local physician and requested per- 
mission to substitute a generic drug. I was not the least 
surprised nor shocked when he said to me, ‘‘I don’t give a 
damn what you use.” This is a direct quote! 

I always have been and remain extremely curious as to 
exactly what we are afraid of. Would it not be enlightening if 
just one time the pharmacists in the State of Maryland stood 
on common ground and fought for what they know is right? 
Instead we sit on our hands looking up in awe to the monu- 
ments we have erected honoring the State Department of 
Health, Blue Cross, P.C.S, Medimet, and the A.M.A. 

If I sound somewhat embittered and frustrated it is be- 
cause I am. I am very pessimistic when it comes to any 
change in the D.P.S. Law, other than to make it more 
inconvenient and unreasonable. I am confident that we will 
continue to receive new and updated state regulations, being 
told what to do, how to do it, and when to doit. I am similarly 
confident that whenever and wherever pharmacists get to- 
gether this law will be discussed: when pharmacists convene 
at regional meetings this law will be argued; and at every state 
convention, for many years to come, we will complain. By 
that time, however, something new will be shoved down our 
throats, and we will be forced to swallow. 

William C. Chatkin, R.Ph. 
Hagerstown, Maryland 
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The Fall Regional Meeting is an 

: ‘Unconventional’ > Success 

picture Courtesy The 1979 Fall Regional Meeting held October 25, 1979 at the 
Paramount Photo New Baltimore Convention Center was an “unconventional,”’ 

Service but unqualified success. 

MPhA President Ronald Lubman addressed the meeting on Marty Mintz, Executive Director of the Maryland rata sole 

the subject of third parties and the increase of violence in American Society of Consulting ee Us Peta ie 

pharmacies. At right is Phil Cogan, Speaker of the House. check to Charles Spigelmire, Treasurer of the Pha 

i Legal Defense Fund (right). 

~ 
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Squibb representatives Kevin Connelly (left) and Barry Howie Richard Brown of the Dale Carnegie Courses presented an 

(right) present MPhA Chairman of the Board, Stanley Yaffe, outstanding presentation on ‘‘The Cycle of Becoming — Are 

with the Past President's Award. You Prepared for the 80's? 

15 
DECEMBER, 1979 



Our best 

assets. 

Meet our1979 Pharmacy Consultant Panel. 

Donald A. Dee, R.Ph., Exec. Sec.. 
Minnesota Pharmaceutical Assoc 

Minneapolis, Minnesota 

Benjamin F. Cooper, Ph.D 

Dean, School of Pharmacy 

Auburn University, Auburn. Ala 
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friends are our 
severest critics 
and our greatest 

Nelson E. Taylor, R.Ph 

Community Pharmacist 
Nampa, Idaho 

Arthur Koorhan, R.Ph., Div. V.P., 
Pharmacy Operations, Cunningham 

Drug Stores, Detroit, Michigan 

David Zilz, R.Ph., Dir 
Pharmacy and Central Service, 
University of Wisconsin Hospitals 

Madison, Wisconsin 

Don W. Arthur, R.Ph 

Community Pharmacist 
Buffalo, New York 

Marianne Ivey, R.Ph 

Clinical Pharmacist 
University of Washington Hospitals 

Seattle, Washington 

Gary Thudium, R.Ph 

Community Pharmacist 
Vinton, lowa 

BE 

Milton H. Miller, R.Ph 
President, Petty Drug Company, Inc 

Little Rock, Arkansas 

No diplomatic double talk. 
We need the advice of 

pharmacists in order to do 

a better job for pharmacists 

The bad news:and the good 
That's what the ten mem- 

bers of our 1979 Pharmacy 
Consultant Panel provide 

Their views on profes- 

Fred M. Eckel, R.Ph., Assoc 
Professor of Hospital Pharmacy 

Chapel Hill, N.C 

sional and other pertinent 
matters are invaluable 

Their advice and coun- 

sel helps us serve you bet- 

ter in the expanding role 
of pharmacy. 

379 The Upjor npany 
Kalama Michigan 490) 
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Report of the 
Speaker of the House 

1979 Fall Regional Meeting 

In order for an Association to progress as an organiza- 

tion, it is important that the membership have a clear under- 

standing of the mechanism for the implementation of policy 

decisions. In the Maryland Pharmaceutical Association, 

policy statements, in the form of resolutions, are adopted 

by the House of Delegates, subject to interpretation by the 

Board of Trustees, and are implemented by the Board, the 

Committees and the Staff. 

My intention today is to provide the membership of the 

Association with some specific feedback on the disposition 

of the policy resolutions which were adopted by the House 

of Delegates which met in conjunction with the Associa- 

tion’s Annual Convention in June, 1979 at Tamiment in the 

Poconos. 

I will briefly summarize the intent of the resolution and 

then describe the followup activity that occurred as a result. 

As many of you will recall, there were seven important 

resolutions adopted. Resolution Number One commended 

the Eli Lilly Company for their extensive public relations 

efforts on behalf of pharmacists through the use of tele- 

vision and radio announcements that have now been dis- 

tributed to the media throughout Maryland. The staff has 

sent a copy of the Resolution with a congratulatory letter to 

the Professional Affairs personnel at Eli Lilly responsible 

for this excellent program. 

Resolution Number Two concerned drug products that 

are being marketed in Maryland without FDA approval 

when required. It directed the Industry Relations Commit- 

tee of the Association to look into this situation and report 

to the Membership on this matter. It further recommended 

to the Formulary Committee that a policy be adopted which 

would exclude companies engaged in such practice from 

the Maryland Formulary and further directed the Legisla- 

tive Committee to consider legislation on this matter. 

The Industry Relations Committee has adopted this 

topic as a long term project and has corresponded with the 

FDA. Paul Freiman, Chairman of the Maryland Formulary 

Committee has communicated with the office that the 

Committee’s adoption of internal policy has carried out the 

recommendation of the Resolution. Finally, the Legislative 

Committee has considered this matter and has concluded 

that legislation, at this point in time, remains unnecessary. 

Resolution Number Three commended the growing 

sense of cooperation between the MPhA and other phar- 

macy organizations; particularly, the Maryland Society of 

Hospital Pharmacists. Staff sent a copy of the resolution to 

the MSHP with appropriate correspondence. This Resolu- 

tion was noted at a meeting of the Board of Directors of the 

Society. 
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Philip Cogan 
Speaker of MPhA House of Delegates 

Resolution Number Four noted that the Association's 

centennial celebration is approaching and directed the ap- 

pointment of a Committee to begin work on this project. 

President Ronald Lubman has appointed Past President 

Richard Parker to Chair the Centennial Celebration and 

Long Range Planning Committee of the Association. 

Resolution Number Five calls for the Association to 

attempt to repeal or modify the mandatory price posting 

law. The Legislative Committee has adopted this project as 

a goal for the 1980 legislative session. Initial discussion with 

Maryland state legislators indicates that there is some sup- 

port for this concept and the bill will be introduced. 

Resolution Number Six called for the appointment of a 

Committee to investigate the feasibility of a Pharmacist’s 

Prescribing Act. President Ronald Lubman has appointed 

Dr. Bonnie Levin to Chair this Committee and the Commit- 

tee has met and begun to consider this matter. 

Resolution Number Seven commended Radio Stations 

WCAO and WXYV for their continued support of phar- 

macy by airing the radio program produced by Charles 

Spigelmire for a record number of years. The Staff sent a 

copy of the resolution with a congratulatory letter to the 

station manager. Notice of the Association’s action later 

appeared in a Plough Company Publication. Plough is the 

owner of the radio station. 

One of my purposes in reviewing the activities that have 

occurred with regard to these resolutions, is to inform the 

membership of the Association that these policy decisions 

do not lie dormant after the Convention. While it may take 

some time to fully implement the intent of a resolution, and 

while time and change may dictate an occasional reassess- 

ment of policy, the Staff, Board of Trustees, and Commit- 

tees of the Association are committed to carrying out the 

will of the organization as expressed through the policy 

making mechanism. 
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The Membership Committee says it’s time to: 

Sign up a Non 

for these Assc 
Vital Professional Information 

The Maryland Pharmacist, the Association’s official 

journal, recently won the Sandoz Medical Journalism 

Award for pharmaceutical publications. Published 

monthly, it provides members with interesting and informa- 

tive material on a variety of topics. These include scientific 

and continuing education articles with self evaluation quiz- 

zes, Board of Pharmacy news, updates on state and na- 

tional legislation and the latest news on Association affairs. 
Subscriptions to all Association regular publications are 
included in Association dues. 

MPhA Newsletter — The newsletter provides you with 

the latest information available that directly affects your 
pharmacy practice. Changes in third party programs, new 
regulations or requirements from DEA, HEW, FDA, FTC, 
OSHA, state government and state agencies are quickly 
transmitted to Association members. This publication 
alone is well-worth your investment in Association 
membership. It provides you with the inside information on 
legislation, Medical Assistance Program and other agencies 
that directly affect you. 

Special Pharmacy Mailings — When the need arises, the 
Association will send a ‘‘flash’’ report on a fast breaking 
event that is vital to pharmacy. These mailings are your first 
and best source for information and may also ask for 
emergency pharmacy activity. 

Conventions and Meetings — The Association provides 
information to its members through the Annual Conven- 
tion, two Regional Meetings, the Swain Seminar and the 
Simon Solomon Seminar on Pharmacy Economics. Con- 
tinuing education programs are sponsored which appeal to 
a range of interests and practice needs. These business and 
professional meetings keep MPhA members informed and 
in constant contact with the events that shape the practice 
of pharmacy in Maryland. 

Representation 
State Government — Each session of the Maryland 

General Assembly requires a special effort by the Associa- 
tion on behalf of Maryland Pharmacists. The traditional 
success of the Association in this important area continues 
through the active involvement of the Association’s lobby- 
ist and the organized efforts of Association members. Using 
a**Who Do You Know” survey, the Association sets upa 
network of key pharmacists who can contact legislators in 
time of potential crisis at the call of the Legislative Commit- 
tee. Constant vigil is required to protect the interests of 
pharmacists. This was demonstrated when Maryland re- 
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cently became the first state to enact sections of the Model 
FTC Drug Product Selection act for the benefit of pharma- 
cists. 

Federal Government — Through its affiliation with the 
American Pharmaceutical Association, the MPhA offers 
members an active and united voice on national issues 
affecting the profession. Better cooperation among all 
pharmacy associations, both state and national has resulted 
in recent significant gains for pharmacists. : 

Other Health Care Professions — The MPhA fosters an 
encourages greater understanding and cooperation be- 
tween health care professions. This effort has paid off for 
pharmacists in the area of state legislation through the 
formation of a health care lobbyist’s forum. 

Public Relations — The MPhA is aware of the power of 
public opinion and has represented pharmacy in this area. 
Ongoing projects include: news releases, radio and tele- 
vision exposure, National Poison Prevention Week and 
National High Blood Pressure Month activities, outdoor 
advertising, Science Fair awards, the regular radio show 
“Your Best Neighbor’, prepared speeches and staff 
Specialization in public relations. The Public Relations 
Committee, Committee on Professional Practices, and the 
Consumer Affairs Committee of the Association deal di- 
rectly with public relations and consumer inquiries as part 
of the Association’s continuing effort to improve the image 
of pharmacy. 

Third Party Committee — The Association’s Third 
Party Committee maintains constant dialogue with third 
party clearinghouses and insurance programs as well as the 
Medical Assistance program in Maryland. Through a series 
of liaison committees, the Association represents the in- 
terests of pharmacists in this vital economic area. 

Other Arenas — The Maryland Pharmacy community 
includes the University of Maryland School of Pharmacy, 
seven local pharmaceutical associations, a student chapter, 
the Board of Pharmacy, the Maryland Society of Hospital 
Pharmacy, the Maryland Association of Chain Drug Stores 
and the Maryland Chapter of the American Society of 
Consulting Pharmacists and many more. The MPhA works 
closely with these organizations and also interacts with 
manufacturers, wholesalers as well as other agencies. 
Working with MSHP, the Association has helped to foster 
the Joint Committee on Pharmacy Technicians, and the 
Maryland Commission on Women in Pharmacy. The Asso- 
ciation represents Pharmacists through membership in the 
State Chamber of Commerce, the Maryland Retail Council, 
and the other organizations. 
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Have them call us at (301) 727-0746 for details 

Member Today 

siation Benefits 

Fringe Benefits 

Group Health Insurance — The MPhA’s Blue Cross and 

Blue Shield Major Medical Health Insurance Plan offers 

members premium coverage at reduced group rates. Spe- 

cially tailored to meet the needs of Pharmacists, the plan 

can include coverage for members, their family and their 

non-pharmacist employees. Widely accepted and recog- 

nized, this fringe benefit is proving to be a popular MPhA 

fringe benefit. 

Pharmaceutical Protector Plan — This plan provides 

comprehensive coverage for your store and your profes- 

sional liability. Through this program, malpractice insur- 

ance is also available for employee pharmacists. 

Other Insurance Programs — Additional programs such 

as hospital indemnity, life insurance, workmens compensa- 

tion insurance and retirement plans are available from the 

insurance programs of the MPhA and APhA. All of your 

professional and personal insurance needs can be met 

through the Association. 

Special Group Travel Trips — Vacation in Aruba? How 

about Switzerland? The MPhA group travel trips offer fan- 

tastic values on exotic vacations. One of our best and most 

used fringe benefits! 

Credit Collection — A nationwide system from the ex- 

perienced I.C. Systems is available to MPhA members. 

Bad debts can be a sizeable problem for any businessman, 

but the I.C. System provides an efficient method for over- 

coming this problem. 

Employment Service — The MPhA provides a free 

employment service to all fifth year pharmacy students in 

Maryland who are seeking employment. This successful 

service brings together prospective employers and newly 

graduating pharmacy students as well as practicing 

pharmacists who are seeking to change their employment. 

In addition, the classified advertisement section of the 

Maryland Pharmacist is also available as a free service to 

all members who are seeking other employment, or who 

wish to advertise any pharmacy related items. 

Scholarship Awards — The MPhA awards the 

‘Pharmacist of the Year’? Award at the Annual Convention 

and maintains a special Scholarship Fund for pharmacy 

students. These and other honors for outstanding 

accomplishments and achievements by Association mem- 

bers are available. 

USP/NF. State law requires that all pharmacies have the 

USP/NF. As a special service to its members, the Associa- 
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tion has made arrangements to act as a distributor for this 

publication. 

Practice Tools — The MPhA provides to its members 

special publications and practice tools that assist members 

in their practice. In recent years these have included: A 

Third Party Reference Chart, results of an employment 

conditions survey, the state’s Cost of Dispensing a Pre- 

scription Survey, marketing auxiliary labels, red C stamps 

and patient release forms. 

More Fringe Benefits — The MPhA continues to expand 

the fringe benefit program that it offers members and space 

does not allow a complete list. Contact the MPhA office 

with your suggestion or request. 

The Personal Touch 

A superficial description of the Association leaves out 

the most important benefit which the MPhA offers its 

members — the personal touch. Headquartered in Balti- 

more, the Association’s home is the Kelly Memorial Build- 

ing which also houses the B. Olive Cole Museum. The 

MPHhA office staff stands ready to respond to the immediate 

needs of the members. Frequently, specific questions about 

pharmacy law or regulations are answered by telephone or 

personal visit. The MPhA can draw upon its legal counsel 

for specific advice. Because Maryland is an affiliated state, 

the MPhA can call upon the APhA for national resources 

whenever a problem demands. 

The MPhA is a democratically run Association and 

members of the Board of Trustees are elected by popular 

ballot. In addition, policy decisions of the Association ori- 

ginate from the House of Delegates which represents rec- 

ognized pharmacy organizations of the state. The MPhA 

has a number of standing committees and several task force 

committees which research specific areas of concern to all 

pharmacists. The MPhA structure allows for the most input 

from the profession into the policy decisions of the Associa- 

tion. The Annual Convention and Regional meetings offer 

each member an opportunity to meet with colleagues and 

discuss professional affairs. Through the years since 1882, 

the Maryland Pharmaceutical Association has remained 

flexible to the changes that have swept through the profes- 

sion and, at the same time, has continued to be responsive 

to the needs of Maryland Pharmacists. Because of the 

participation of concerned pharmacists who are willing to 

work together for the benefit of all, the MPhA is, today, a 

strong Association with an impressive past and a bright 

future. 

19 



20 

This is Drug House territory! 
lf your Pharmacy is located in the greater 
middle Atlantic states, we’re neighbors! 
Our divisions in Philadelphia, Harrisburg, 
Wilmington, Baltimore, and Johnstown 
serve these areas with prompt delivery of 
our full line of quality pharmaceuticals and 
health and beauty aids. We area large multi- 
branch wholesaler and, you can rely on our 
substantial inventories and 150 years 
experience in drug and HBA merchandis- 
ing. Because we inventory more, you can 

Philadelphia Division 
(215) 223-9000 
Ed Helfrich 

Harrisburg Division 
(717) 236-9071 
Paul Hawbecker 

inventory less. That’s one way you can save 
money and have the products your cus- 
tomers want when they need them. Our 
management services give you “up-to-the- 
minute” techniques on inventory control, 
cash flow, pricing and other methods of 
managing your business for greater profits. 

Call your local division today and find out 
how you too can become one of the best 
served pharmacies in America! 

THE DRUG HOUSE, INC. 
An Alco Standard Company 

Johnstown Division 
(814) 288-5702 
Neil Smith 

Baltimore Division 
(301) 866-4600 
Al Turner 

Wilmington Division 
(302) 655-7401 
Ed McKenna 
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A lot more goes into 
Abbott drug products 
tha n simply drugs. 

Gerry Hietala, Abbott research pharmacist, on flavoring: 

“One ‘yuck’ from any of these panel 
members and it’s back to the drawing 
board. This is the final, most critical 
test for flavoring in our suspensions. 
No matter how much effort goes into 
the flavoring system of a pediatric 
drug, this is the bottom line. Kids 
simply won’t take a bad-tasting 
medicine. 

There are two basic objectives in 
flavoring a suspension; first, naturally, 
you want to mask the drug taste. 
Erythromycin is a prime example. It’s 
bitter. Second, you want to maximize 
flavor stability. Over a period of time 
even insoluable drugs will hydrolyze 
to a limited extent. The flavoring must 
be able to cover the increased 
bitterness to maintain palatability of 
the suspension. 

We’ve developed a product that 
minimizes the amount of free 
erythromycin base that will develop, 
and we carefully control the quality of 
the starting drug. These two factors 
assure long-range stability .. . and 

good taste ... when the product is 
out in the field. 

Quality is built into our product 
through a sophisticated system of 
flavor assessment. We utilize statistical 
preference testing in addition to the 
flavor profile method. These help us to 
arrive at a top quality taste and assure 
that it will be maintained in 
production. The result is a good- 
tasting product with maximum 
stability . .. medicine a sick kid is 
going to take for ten days 
without a single ‘yuck’.” 

This is the drug 

The doctor prescribed 

That you dispensed 

That the patient took 

That Gerry flavored. 

We’re in this together. 

ABBOTT LABORATORIES 

Pharmaceutical Products Division, North Chicago, Illinois 60064 
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E.E.S. BRIEF SUMMARY 
ERYTHROCIN® ETHYL SUCCINATE 
(ERYTHROMYCIN ETHYLSUCCINATE) 

Indications: 
Streptococcus pyogenes (Group A beta 
hemolytic streptococcus)—Upper and 
lower respiratory tract infections, skin, 

and soft tissue infections of mild to mod- 
erate severity, where oral medication is 

preferred. Therapy should be continued 
for 10 days. 

Alpha-hemolytic streptococci (viridans 

group)—Short-term prophylaxis of bac- 

terial endocarditis prior to dental or other 

operative procedures in patients with a 

history of rheumatic fever or congenital 

heart disease who are hypersensitive to 
penicillin. 

S. aureus—Acute infections of skin and 
soft tissue of mild to moderate severity. 
Resistant organisms may emerge during 
treatment. 

S. pneumoniae (D. pneumoniae )—Upper 

and lower respiratory tract infections of 
mild to moderate degree. 

M. pneumoniae — For respiratory infec- 
tions due to this organism. 

Hemophilus influenzae: For upper respi- 

ratory tract infections of mild to moderate 
severity when used concomitantly with 

adequate doses of sulfonamides. Not all 
strains of this organism are susceptible at 
the erythromycin concentrations ordinar- 
ily achieved (see appropriate sulfonamide 
labeling for prescribing information). 

Treponema pallidum—As an alternate 

treatment in patients allergic to penicillin. 

C. diphtheriae and C. minutissimum—As 

an adjunct to antitoxin. In the treatment 
of erythrasma. 

Entamoeba histolytica—In the treatment 

of intestinal amebiasis. 

L. monocytogenes—Infections due to this 

organism. 

Establish susceptibility of pathogens to 
erythromycin, particularly when S. aureus 
is isolated. 

Contraindications: 
Known hypersensitivity to erythromycin. 

Warnings: 
Safety for use in pregnancy has not been 
established. 

Precautions: 
Exercise caution in administering to pa- 
tients with impaired hepatic function. 
During prolonged or repeated therapy, 
there is a possibility of overgrowth of non- 
susceptible bacteria or fungi. Surgical 
procedures should be performed when in- 
dicated. 

Adverse Reactions: 
Dose-related abdominal cramping and 
discomfort. Nausea, vomiting, and diar- 
rhea infrequently occur. Mild allergic re- 
actions such as urticaria and other skin 
rashes may occur. Serious allergic reac- 

tions, including anaphylaxis, have c) 
been reported. 8013236 sa 
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When Is A ‘*‘Deal’’ Really A Deal? 

Bruce R. Siecker, Ph.D. 
Director, Pharmacy 

Management Institute, APhA 
Washington, D.C. 

Introduction 

Pharmacists are confronted daily with a variety of purch- 

ase decisions. One supplier is offering ‘‘2 free with 10”; 

another wants to give an “‘extra 10%” if the pharmacy will 

purchase three dozen. To qualify for a special purchase 

price, the pharmacy usually has to buy more stock than it 

normally would. The question for management, of course, 

becomes: “‘Am I better off buying the ‘‘deal’’ or will it cost 

me more in the long run because of the carrying costs?’’ To 

put it another way: When is a ‘“‘deal’’ really a deal? 

To answer this question requires an appreciation of the 

costs involved in ordering and stocking inventory, what 

buying terms are being offered versus what the pharmacy 

receives under normal conditions, and how management will 

treat the “‘deal”’ inventory in terms of pricing. 

Why Deals? 

Manufacturers and wholesalers offer additional dis- 

counts on selected items and other incentives to buyers to 

increase sales — by encouraging buyers to display more of 

the product — and to shift storage of inventory from the 

suppliers’ facilities to the buyers. At other times, sellers may 

offer purchase discounts to move excess inventory through 

the channel of distribution and are therefore willing to reduce 

prices temporarily to escape significant holding costs. In 

other cases, a supplier simply wants to avoid having to shut 

down its production facility in cases where production is 

Overrunning the supplier’s storage capacity. Whatever the 

reason, however, the buyer — in this case a pharmacy — is 

given the option of purchasing a given amount of stock in 

return for a price consideration. The prudent pharmacy 

manager will decide a course of action based upon the phar- 

macy’s needs, not the supplier’s problems. 

Types of Deals 
Buying deals take essentially two forms. The first is to 

offer the buyer an opportunity to purchase a given amount of 
stock at a cost that is below the normal trade allowance. 
Suppose that a 3-ounce bottle of cough syrup is meant to sell 
to the consumer for $2.00. The supplier normally offers the 

Reprinted with permission from Texas Pharmacy. 
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product for sale to the pharmacy at $1.20, but is presently 

offering “‘an extra 10%’ if the pharmacy will purchase four 

dozen at one time. The net cost to the pharmacy under this 

assumption would be $1.08; that is, 10% less than the normal 

cost. It is important to appreciate the difference between this 

method of arriving at the cost to the pharmacy and the 

mistaken notion that the 10% figure is based upon the manu- 

facturer’s suggested selling price. This second way of looking 

at the extra allowance produces a 20¢ reduction: 10% of 

$2.00 = 20¢, or anet cost of $1.00. An extra 10%, in this case, 

means $1.08, not $1.00! 

The second major type of purchase deal is for the supplier 

to offer free goods to the buyer. Typical arrangements are to 

offer 1 with 6, 1 with 11, 4 with 3 dozen, and so on. To 

evaluate this type of offer, it is essential to convert the 

“discount in kind”’ into a percentage. The standard approach 

for converting a free goods offer into a percentage is to plug 

the appropriate numbers into the following formula: 

Discount % = Free goods + (Free goods + Base quan- 

tity) x 100. As an example, consider an offer of 6 free with 

24. Six is the free goods figure and 24 is the base quantity. 

The effective percentage discount is 6 divided by (6 + 24) 

times 100, or 20%. Thus, this free goods offer produces the 

Same amount of stock to be purchased at the same cost as 

offering 30 pieces at 20% less than normal cost. 

Using this approach, it is easy to see why | free with 12 is 

the same offer as 2 free with 24 on a percentage basis. The 

difference, of course, is the preference one would have for 

the smaller quantity offer. This method also demonstrates 

why | free with 11, or 8.33%, is a better offer than | free with 

12, or 7.69%. To properly evaluate all free goods offers 

against competing free goods offers and offers of a stated 

discount from normal cost requires the conversion of each 

free goods offer to a discount percentage. 

Ordering and Holding Costs 

There are two additional costs associated with inventory 

besides the actual cost of the product. They are ordering and 

holding costs. Ordering costs include the time spent prepar- 

ing an order, transmitting the order to the supplier, and all 

costs associated with shipping, receiving, and placing stock 

into inventory. Holding costs include the cost of capital to 

finance inventory, staff time and expenses to maintain stock 

in a fresh, clean state, and insurance, tax, and product 
deterioration expenses. 
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Both types of costs are important, but tend to act in direct 

opposition to each other. Ordering larger quantities of stock 

at one time tends to minimize ordering costs, while increas- 

ing holding or carrying costs. The reverse is also true. Under 

normal conditions, a pharmacy will incur both costs and 

attempt to price inventory to recover the aggregate costs of 

ordering and carrying stock. 

When a pharmacy considers buying offers, the proper 

focus is on holding cost, because the question is whether to 

increase the normal stock level to achieve an economy in the 

purchase cost. By far the most burdensome holding cost is 

the cost of capital — interest expense and the need to achieve 

a return on invested capital. The pertinent equation is 

whether the extra allowance offered by the supplier will 

“cover” or exceed the extra costs of carrying the stock for 

the time it will take to sell through the deal quantity. 

To evaluate the situation a pharmacy manager needs to 

know (a) the discount being offered, (b) the pharmacy’s 

normal purchase/payment cycle, (c) the product’s unit de- 

mand (unit sales over time), (d) how much must be purch- 

ased to receive the discount, and (e) an estimate of carrying 

costs. 

The way to calculate the discount has already been dis- 

cussed. In most pharmacies the purchase/payment cycle is 

one month; that is, all purchases from a particular supplier 

during a given month are billed to the pharmacy at the end of 

the month. If purchased at the first of the month, stock will 

not have to be paid for until the end of the month. Under 

these conditions, a manager should be willing to invest in a 

month’s supply of stock even when no special offer is being 
given. 

By knowing the item’s unit demand over time, the man- 

ager can determine how many weeks’ supply the offer repre- 

sents. Suppose that sales for XYZ cotton balls are 3 packages 

a week. The deal offers 2 free with 20. In reality, the phar- 

macy is being asked to purchase 22 units, or a 7.3-week 

supply of product. The pharmacy expects to sell 12 units in 4 

weeks — roughly a month. So, the deal is asking that the 

pharmacy invest in 3.3 weeks’ additional supply (also inter- 

preted as ‘‘above normal supply’’) in return for a 9.09% 
discount. 

The final ingredient to judge whether this deal makes 

good economic sense is the cost of carrying the additional 

inventory. Again, the pharmacy should be willing to purch- 

ase up to 4 weeks’ supply under normal conditions. The cost 

of carrying inventory has been estimated to be between 2 to 

3% per week. By dividing carrying cost into the discount, in 

this case 2 or 3% into 9.09%, a manager can approximate the 

breakeven point between carrying cost and discount. Using 

2%, the breakeven is 5 weeks; the more conservative esti- 

mate based on 3% per week carrying cost produces a 3-week 

breakeven. 

Once these numbers are known, a manager has a stan- 

dard method for judging the worthiness of any purchase 

offer. The breakeven period in weeks is then added to the 

normal buying cycle. If this total exceeds the number of 

weeks’ supply represented by the deal, then the deal is said to 

be favorable. If the total of breakeven period plus normal 

purchase cycle period is less than the deal quantity in weeks, 

the deal is unfavorable. 
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In the example, assuming a 2% carrying cost, 5 weeks + 

4 weeks = 9 weeks. This number is greater than the 7.2 

weeks supply represented by the deal. Under this assump- 

tion the offer is unfavorable. The more conservative esti- 

mate, using the higher carrying cost of 3%, produces 3 weeks 

+ 4 weeks = 7 weeks versus 7.2 weeks. Here the calculation 

produces a judgment call: 7 versus 7.2 is very close. The 

choice rests on how accurately the manager knows unit 

demand. If there’s any possibility that demand is under- 

estimated, the deal is probably worth buying. If not, it is 

probably better to pass it up. 

Because of the high cost of borrowing today, it is proba- 

bly better to use the higher estimate of holding cost as the 

basis for such analysis. This approach attempts to minimize 

inventory investment and therefore holding costs. In this 

vein, it is a conservative posture. But keeping inventory 

levels down means that inventory turnover will be improved. 

In a period of tight money, this is the prudent approach. 

Another example may be useful. Suppose a supplier is 

offering an extra 10% if the pharmacy purchases 2 dozen. 

Unit demand is 4 per week. Using 3% as the carrying cost 

produces a 3.3 week extra-purchase breakeven. Adding 3.3 

weeks to the 4-week normal purchase cycle produces 7.7 

weeks as the total. Again, the deal is for 24; the pharmacy 

sells 4 per week. The offer therefore represents a 6-week 

supply. Under the rules above, the deal is favorable. Further, 

if the pharmacy were confronted with this offer and the 

cotton ball offer above (which is “‘iffy’’) and can only afford 

to buy one or the other, then this deal is the better choice. 

Extra Dating 

Ifa supplier offers a discount with extra dating, that is, the 

pharmacy can delay paying for the goods for 30-180 days 

beyond normal, things get a bit more complicated. The 

common approach is to add in the extra dating period, ex- 

pressed in number of weeks, before evaluating the offer. This 

method recognizes that the cost of capital produces the 

majority of carrying costs and that by delaying payment the 

pharmacy is forestalling most carrying costs for the period of 

the extra dating. 

If the supplier offering the X YZ cotton balls were to add 

**30 days’ extra dating,” then the calculation using a 3% 

carrying cost becomes 7 weeks plus 4 weeks for the addi- 

tional dating, or 11 weeks. Now the offer becomes decidedly 

attractive. 

Although it is common to take extra dating deals without 

much thought, it should be recognized that not all carrying 

costs are eliminated. The best approach here is to purchase 

only those deals where the breakeven total far exceeds the 

required purchase supply, expressed as number of weeks. 

Better still, the acceptable deal should be acceptable even 

without figuring in the extra dating. To do otherwise means 

that scarce inventory dollars may not be available when 

extremely attractive offers do appear. 

Saving Pass Through 

If in purchasing a discount offer the manager decides to 

pass some of the savings through to the consumer by reduc- 

ing the normal price, the analysis should be modified some- 

what. The change to be made is based on whether or not the 
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price reduction will stimulate greater unit demand. If so, the 

manager needs to have a firm estimate of what that demand 

will be. This estimate is particularly important when the 

breakeven calculation is very close to the purchase require- 

ments. The normal unit demand figure should be replaced in 

the analysis with the unit demand that is known or expected 

by assuming the lower than normal selling price. 

If unit demand under reduce price is not known with any 

degree of confidence, no change should be made in the 

analysis. In other words, the purchase offer should stand or 

fall on its own merits without regard for increased unit de- 

mand. 

A Final Note 

This approach to the evaluation of deals can provide a 

convenient way to judge all options in a uniform fashion. 

Moreover, it can be taught to any employee having purchas- 

ing authority, thus ensuring that all deals will be evaluated in 

the same way no matter who makes the decision. Any 

judgment calls can be referred to acentral authority for a final 

decision. This method also helps to quiet the aggressive sales 

representative who refuses to take “‘no’’ for an answer. The 

numbers do not lie! Moreover, a supplier will probably think 

more highly of the manager who uses a standard method for 

assessing all deals over one who appears to decide based on 

whim, mood, or barometric pressure. 

Several things are certain. The cost of carrying inventory 

is up. The need to maximize inventory turnover is evident in 

today’s economy. By setting up a standard means of evaluat- 

ing all deals, a manager will improve turnover. 

By having a standard method of deciding when a ‘‘deal”’ 

is really a deal, inventory will be managed more effectively 

and the overall cost of operation — and hence charge to the 

public — will be contained more effectively. 

/~ 

calendar | 

Dec. 2 (Sun.) — MPhA BENEFIT DINNER THEATRE 

“FIDDLER” AT BURN BRAE — DEADLINE FOR 

RESERVATIONS IS APPROACHING — CALL OF- 

FICE TODAY!! 

Jan. 12-19 — ARUBA WITH MPhA — DON’T BE LEFT 

OUT — WINTER TRIPS ARE SELLOUTS 

Feb. 10 (Sun.) — BMPA Banquet, Bluecrest (It’s not too early 

to make up your table) : 
Mar. 23 (Sun.) — AZO Fritz Berman Seminar 

Every Sunday Morning at 6:15 a.m. listen to Charles Spigelmire on 
WCAO broadcast the Pharmacy Public Relations Program ‘Your 
Good Neighbor,” the oldest continuous public service show in Balti- 
more. 

MEDICAL ASSISTANCE PROGRAM (MEDICAID) 

1. Imprinter Information — Operations 

ACMINIST AON cecernccce tear ee eee eee 383-6898 

2. Medical Supplies and Equipment Payment 
Information — Operations Administration....... 383-2954 

3. Medical Supplies and Equipment Policy 

Information — Policy Administration............... 383-2658 

4. Pharmacy Policy Information — Policy 

Administration:t.-2cadaner. oe 383-2658 

5. Preauthorization — Prescriptions 
over $20.00 

Baltimorey City]. eee 383-7716, 7717, 7718 
COUNNOS:. en eee local Health Departments 

6. Rejected Prescription Claims Information — 

Operations Administration ...........cccccccccccseeeeseee 383-6893 

7. Provider Payment Information — Operations 

Administration. 4.2.3: sane 383-6481 

——_——— ee re cr er ee es es eee ees ee ee ee ee ee 

PHARMACY TELEPHONE INFORMATION LIST 

SAVE THIS — AND POST FOR REFERENCE 

8. Provider Number Information — Operations 
Administrationzcsatescccccc.cercteresceeaeneeee a eee 383-6898 

New Providers 
— Change of address, name, etc. 

| 
| 
| 
| 
| 
| 
| 
| 
| 
| 
| 
| 
| 
| 
| 
| 

9. Program Abuse — Reporting — | 
Compliance Administration ............000..... 383-7377, 6376 | 

| 
| 
| 
| 
| 
| 
| 
| 
| 
| 
| 
| 
| 
| 
| 
| 
| 
| 
| 

10. Requisition of Prescription and Supply 
Forms — Operations Administration — 

Baltimore: City fcstecrwceteaeee eae ee 383-2067 
All ‘GountuecS@s.netcter ee: local Health Departments 

11. Recipient Eligibility — statewide............00...... 363-2265 
Baltimore City 20h ee ee 383-3481 

PHARMACY ASSISTANCE PROGRAM 
information Concerning Pharmacy Assistance 

PYOQMAMM 5 2 occe Sets ly acne eee 383-2567 

DIVISION OF DRUG CONTROL 
Information Concerning Maryland 

Pharmacy. Paw cis, Baas cero ee eee 383-2729 
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MPnA 
DIVIDEND CHECKS! 
As a participating member in the MPhA 

Workmen’s Compensation Program, 

you can receive a return of the profits 

derived from your annual 

premium. Every year! Up to 35%! 

Interested? Ask Us! 

This plan underwritten by A. D. |. 

Your American Druggists’ Insurance Co. Representative 

MAYER STEINBERG": 
General Insurance Agents and Brokers 

600 REISTERSTOWN RD. BALTO.. MD. 
(301) 484-7000 
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USP DRUG PRODUCT PROBLEMS REPORT* 

by the USP Convention, Inc. 

12601 Twinbrook Parkway, Rockville, MD 20852 Tel. (301) 881-0666 

Pink Discoloration 

Several pharmacists reported noticing a pink color in 

some 2 ml vials of an injectable tranquilizer that should have 

been colorless. The firm conducted an investigation as 

follow-up to the DPPR reports from these pharmacists. It 

was revealed that the pink color was caused by a color 

present in the splicing material that had been used to join 

sections of rubber into rolls. The rolls of rubber are then cut 

into seals. It seems the splicing material was cut into the 

seals also. The firm instituted a 100% inspection of all seals 

in stock at the time, as well as all new shipments of these 
seals. 

Particulate Matter in Disposable Enema 

A military pharmacist reported that an unused enema 

kit returned by a patient contained black particulate matter 

floating in the liquid. He checked the other bottles in stock 

and found the same problem in 24 kits. After receiving this 

report, the firm also noted the problem in their reserve 

samples and proceeded to recall the lots involved. 

Investigation by the firm indicated that the problem was 

restricted to lots sold to the government because a different 

type of label had been used. The problem was tentatively 

identified as either glue migration or a breakdown of the 

polyethylene bottle caused by the heat utilized to apply the 
label. 

Benzoin Mixup 
An Iowa hospital pharmacist noted that Tincture of 

Benzoin Compound USP, purchased from a new supplier 
was a Clear alcoholic solution unlike the normally dark, 
thick solution to which he was accustomed. He forwarded 
one sample to the FDA through USP, and the FDA then 
collected another sample through a local district office. 
Analysis showed that the bottles actually contained Tinc- 
ture of Benzoin (not the compound). The company issued a 
recall by letter to the retail level. 

*This report covers some of the recalls. product improvements, and explanations to which the Drug Product Problem Reporting Program has contributed. The product and company names are omitted: and no reflection on any specific man- ufacturer, distributor, reporter, or product is intended or should be inferred from the case studies. It is hoped that these examples will indicate to the reader some of the problem areas where he or she may want to be alert; e.g.: package insert information, package designs, labeling, unusual or improper drug product ap- pearance. 
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Packaging Modified 
A South Carolina military pharmacist reported through 

DPPR that the ampules of Epinephrine Injection in an 
insect sting kit were not labeled. The firm responded that 
the original printed label could have been scraped off as the 
ampule was removed from its protective paper tube. Based 
on the information from the pharmacist, the firm requested 
that their supplier make the tubes a fraction of an inch larger 
in diameter. This would permit easier removal of the am- 
pules and provide less chance for the label to rub off. 

Rubber Closure Changed 
Nursing personnel ina North Carolina hospital returned 

three unopened vials of Bacteriostatic Sodium Chloride 
Injection USP, to the pharmacy upon noticing white flaky 
particles. After the pharmacist reported these observations 
to the DPPR, the firm inspected their reserve samples and 
found that these also contained white particles. The firm’s 
investigation showed that the white particles originated in 
the rubber closure. The use of this type of rubber closure 
was discontinued and the firm plans to use an improved 
closure that should not have this problem. 

New Lot Numbering System Implemented 
Adding to the problem of look alike packaging for two 

strengths of Adenosine Phosphate, was the company policy 
of using duplicate lot numbers for both strengths. A 
pharmacist at a V.A. Outpatient Clinic reported that since 
his institution listed the number of the lot that was dis- 
pensed on all prescriptions, the duplicate lot numbers could 
contribute to a dispensing error. The firm reviewed the 
report and determined that a control numbering system 
which did not permit replication of numbers would be feasi- 
ble. They indicated that a new system of batch identifi- 
cation would be implemented. 

Contaminated Propylene Glycol 
A Texas community pharmacist contributed to a recall 

of approximately one hundred pint bottles of Propylene 
Glycol USP, by reporting through DPPR that the product 
had an odor like shoe polish. After analyzing the sample 
submitted by the pharmacist it was determined that the 
product was contaminated with turpentine. An investiga- 
tion revealed that turpentine had apparently been re- 
packaged on the same day and with the same filling equip- 
ment as the Propylene Glycol in question. 
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Dosage Error Corrected 

A pharmacy resident used the DPPR WATS line to 

report a discrepancy he had noted in the insert for Calcium 

Gluconate Injection USP 10%. Under dosage and adminis- 

tration for children, the usual pediatric dose was listed as 

.125 ml instead of 1.25 ml. The firm replied that they had 

taken immediate remedial steps and that members of the 

label committee had been cautioned as to the seriousness of 

their responsibilities in proof reading labeling. A total of 

twenty-eight lots released over a one year period were 

recalled. 

Antibiotic Recalled 

Seven hospital pharmacists from New Jersey to Cali- 

fornia reported through the DPPR program that they had 

observed black particulate matter floating in a reconstituted 

antibiotic IV solution. The firm initiated a recall of several 

lots of the product after receiving these reports. 

Label Change 

The label on a digestive enzyme tablet erroneously 

listed the contents as capsules. After a Pennsylvania 

pharmacist reported this labeling error through the DPPR, 

the manufacturer responded in a latter that the department 

responsible for label preparation had been informed of the 

problem upon receipt of the report from USP and that steps 

were taken immediately to correct this error. 

Testing Procedure Modified 

Two reports concerning yellow discoloration in tubes of 

an anesthetic lubricant were received at USP from pharma- 

cists. The firm replied that they had been testing the Poly- 

ethylene Glycol base at 55°C and only lots which did not 

discolor were released for use. However, exposure to ex- 

cessive heat after processing and packaging was apparently 

still causing it to turn a slight yellow. The firm retested the 

PEG and found that it was yellowing at 65°C and not at 

55°C. Therefore, they changed the test procedure to include 

heating the base to 65°C before releasing it for production. 

The firm hoped this would eliminate the discoloring prob- 

lem. 

Carton Incorrect 

A California pharmacist telephoned the USP to report 

that the front panel on a box of Heparin Sodium Injection 

appeared to be incorrect. The box panel read “S000 USP 

units per vial’’ while the label on the vial read *‘S000 USP 

units per milliliter’’. This DPPR report prompted the manu- 

facturer to review their records and they found that the lot 

in question had been formulated to contain 5000 USP units 

per ml, as correctly identified on the vial. The manufacturer 

recalled the lot with the incorrect front panel on the box. 

Front and Back Labels Differ 

A pharmacist telephoned the USP to report bottles with 

two different labels on the front and back. The front label 

specified Vitamin B: 50 mg while the back label listed 
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Vitamin Be 25 mg. The pharmacist noted he had no way of 

knowing which label was correct. After the firm became 

aware of the problem, they recalled bottles containing Vit- 

amin B:, which had incorrect Vitamin Be labels, and bottles 

containing Vitamin Be which had incorrect Vitamin Bi 

labels. 

Missing Lot Numbers 

A pharmacist found several bottles of Ferrous Sulfate 

Tablets without lot numbers on their labels and reported 

this problem to the USP. After the manufacturer received a 

copy of the report from USP, they assured the pharmacist 

that each lot is packaged, labeled and boxed separately and 

that it was safe to assume that the bottles without lot 

numbers belong to the lot listed on the outer box. The labels 

had been inadvertently missed by the checking system. The 

system was revised to prevent further occurrences. 

I.V. Added 

A Georgia hospital pharmacist reported to the USP that 

the label on vials of an antiemetic stated for IM use only, but 

the package insert included instructions for IV use. The 

FDA established that the vial labels were inaccurate and 

should have stated that it was for IM and IV use. The firm 

corrected the labeling mistake by including ‘“‘IM and [V”’ on 

all subsequent lots. 

Tablet Crystallization 

Two pharmacists reported crystallization in the same lot 

of analgesic tablets. The Quality Control Laboratory at the 

firm determined that there was a slight crystallization of the 

salicylate content. Although the firm noted the tablets con- 

tinued to meet all specifications and standards for safety 

and efficacy, they repiaced any units from this lot held by 

their accounts because the tablets did not meet the stan- 

dards of pharmaceutical elegance desired by the firm. 

Disintegration Problem 

A Kentucky hospital pharmacist reported through 

DPPR that a patient noted an enteric coated tablet was 

being excreted in the stool with only the outer coating 

dissolved. Investigation showed the lot failed to meet USP 

disintegration requirements for enteric coated tablets. The 

distributor recalled the problem lot. 

Subpotent Conjugated Estrogens 

A community pharmacist in Utah reported to the USP 

that a patient requested that she not be given the same 

brand of Conjugated Estrogen Tablets for her refill, because 

it took six tablets to achieve the same results as three tablets 

of the brand she had taken previously. The manufacturer 

analyzed the reported lot and found the product was 86.4% 

of the label claim. Other lots and strengths were then re- 

assayed and the results indicated that the products were not 

stable and were falling below USP potency limitations prior 

to their expiration dates. The firm initiated a recall due to 

this subpotency. 
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‘DB Aowe magaypnes, faprback Cocks 
le ite Gnd Come bach Ua dee rtd 
ee fo, age ig a 7. 

That’s the prescription you can fill again and again for your customers if you have a fully 
Stocked magazine department. 

fm Ahan Men Botnet Bi ale WOO 

Reading is a tonic for everyone. SELLING the reading material is our specialty. And it 
should be yours because turnover is the name of your game and nothing you sell turns over 
faster or more profitably than periodicals. 

If you’re not now offering periodicals to your Customers, you should be. Just ask us how 
profitable it can be. 

And if you do have a magazine department, chances are your operation has outgrown it 
and it should be expanded. 

Think big. The great majority of our customers did more business with us in 1977 than in 1976. 

Get on the bandwagon. Call Phil Appel today at: 

The Maryland News Distributing Co. 
(301) 233-4545 
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Lopressor” 
metoprolol tartrate 

Tablets of 50 mg and 100 mg 
Available in bottles of 100s and 1000s 
and unit dose packages of 100s 
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metoprolol tartrate 
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Classified Ads 

Classified ads are a complimentary 
service for members. 

Available from the MPhA Office 

— Notification for the patient under the Drug Product Selec- 

tion Law. 

— Heart Shaped Stickers — no charge 

— ‘“C’ Stamps 

— Information on the Blue Cross/Blue Shield Major Medical 

Health Insurance Program 

—The Association’s Employment Clearinghouse, helping 
pharmacists and employers find one another. 

— Information on the Aruba Trip, January 12-20, 1980 

— |.C. collection help 

— Pharmaceutical Protector Plan — Comprehensive Insur- 

ance for your pharmacy 

— Information on the NEW USP/NF on sale from MPhA. 

For these and many other services, contact Sharon at the 
MPhA Office. (301) 727-0746. 

WANTED 

People who care — Share your knowledge of medicines with 
the people who use them the most. Donate a few hours to Elder 
Ed. Contact: Mattie Feinberg, Coordinator at the School of 
Pharmacy. 

WANTED 

The Maryland Pharmacist accepts articles on topics of interest 
to its members. Submit double spaced, typewritten articles to 

the Association office for consideration. 

NOTICE 

The Industry Relations Committee of the MPhA runs a ‘‘Day in 
the Pharmacy” project for manufacturer's representatives. New 
or veteran representatives are welcome to participate in this 
structured learning and appreciation experience. Contact As- 

sociation office for details. 

SITUATION WANTED 

PHARMACIST. B.S. or Pharm.D., preferably with hospital 

experience and familiarity with medical records, for full or part 
time position on research project. For information and to apply, 
call D. A. Knapp, UMAB School of Pharmacy. 528-7613 

PHARMACIST — Seeks full time employment in any part of 
Maryland. Experienced in hospital, retail and clinical pharmacy, 

would prefer hospital or prescription oriented pharmacy, but 
would also consider chain stores. Call Amanullah (301) 933- 
2780. 
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— WANTED — 

Registered Pharmacists 
Due to recent expansion the Rite Aid Corporation has full-time 
positions available in the general Baltimore-Annapolis area. 

We offer — 

Competitive Salaries 
Co. Paid Blue Cross-Blue Shield 
Major Medical 
Life Insurance 
Individual Retirement Acct. 

Paid Vacations 
Paid Holidays 
Disability Ins. 
Advancement into Management 

Level Positions 

For information please contact Jim Kirkwood R.Ph. Director of 
Professional Placement at 301-825-8355 (out of town call col- 

lect) or send resume to: 

Jim Kirkwood 

3110 Quail Hill Dr. 
Midlothian, Va. 23113 

804-744-2924 

Announcement from: 

Prescription Drugs Inc. 
(301) 997-3550, 3551 

9008 RED BRANCH ROAD 
OAKLAND RIDGE INDUSTRIAL PARK 

COLUMBIA, MARYLAND 21045 

ADJUSTMENTS 

When a pharmacy must pay a higher cost (more than the 
Red Book AWP) to the Drug Wholesaler, Prescription 

Drugs Inc. will make an adjustment to the pharmacy 
when the following requirements are met: 

1. Pharmacy should send the tissue copy of the 
claim in question. The claim is checked by P.D.I. and the 
proper client notified and billed accordingly. 

2. Pharmacy must have a purchase invoice from the 
Drug Supplier (naming the drug and price in question) 
to correspond with the purchase date on the claim form, 
and should be able to produce same to P.D.I. upon 
request. 

3. All adjustments must be received by this office 
within 90 days after receipt of your check. 

PAYMENT 

P.D.I. should receive all claims by the 25th of each 
month to insure payment to the pharmacies within 10 to 
14 days. 

SPECIAL OFFER 

Special offer from MPhA office 

Auxiliary label for showing the expiration dates on Prescrip- 
tion container as required. Prices including postage, handling 

and tax are $8.50/1000 or $5.00/500. Call Sharon to place order 
at (301) 727-0746. 

Store in a cool, dry place. Keep tightly 
closed & avoid sunlight. Strength may 
be reasonably assured until 
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We've Joined Hands to Offer You 
A Complete Buying Program 

For Greater Profit. 
7 Bie 

GS 
97 Years of Reliability. 1 Year New & Growing 

F.A. DAVIS & SONS, wc. @ DAVIS & CALVERT, wc. 
ia DISTRIBUTING COMPLETE LINES OF: DISTRIBUTING COMPLETE LINES OF: 

- e Cigarettes e Pharmaceuticals for 
‘e Tobaccos : hospitals & pharmacies 

- e Candy e Health & Beauty Aids 
e Sundries — e ASTRO Merchandising 

_ e Health & Beauty Aids & Advertising Program 
'e Groceries 

1111 S. PACA ST., BALTO., MD. 21230 [901 CURTAIN AVE., BALTO., MD. 21218 
| PHONE: 685-3900 | PHONE: 467-2780 

Now YOU Can Consolidate Your 
Purchases With These Creative & 
Innovative Companies and SAVE! 
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